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ANTIBIOTICS IN SKIN DISEASES 
Sipney STEIN, B.Sc. (Cape Town), M.R.C.P.E. 


In theory it is always better to have bacteriological examina- 
tion carried out before prescribing an antibiotic for therapy. 
In practice, this is seldom done, partly to save the patient 
expense, and partly to save time. One of the satisfactory 
features of antibiotic therapy is that it is usually possible 
within 2 or 3 days to judge if the results obtained justify 
continuing with that particular medication. There are some 
conditions, however, which require long-term administration 
of antibiotics, and here it is desirable, and indeed often 
essential, to have laboratory help in determining to which 
antibiotics the bacteria present are sensitive. At the same 
time it must be borne in mind that occasionally large doses 
of an antibiotic may produce a good result in contradis- 
tinction to what the in vitro tests would have led one to 
expect.! 

Impetigo Contagiosa 

While this common condition responds most dramatic- 
ally to antibiotic therapy, it should be remembered that 
most cases will also respond, although over a longer period, 
to Ung. metallorum, so that in mild cases, where expense 
has to be considered carefully, as in out-patient clinics, the 
doctor need not feel unduly frustrated because he is unable 
to use an elegant preparation of an antibiotic ointment. 
If the lesions are on the exposed areas of a person who 
deals with the public, and it is essential for the patient to 
be cured as soon as possible, then one should start at once 
with an antibiotic ointment. My personal preference, ad- 
mittedly largely on theoretical grounds, is to use for topical 
applications those antibiotics which are not so likely to be 
used internally,? hence ointments of graneodin, or neosporin, 
or neomycin or chloromycetin cream are my first choice. 

If there is no marked improvement in about 3 days, a 
change should be made to one of the other broad spectrum 
antibiotics such as achromycin or terramycin ointments. 
All these should be applied twice daily. There are authori- 
ties* who insist on the removal of thick crusts before the 
antibiotic ointment is applied to the infected skin. Some 
years ago it was felt by many that erythromycin should not 
be used as a topical application in order to have it available 
as a life-saving drug for internal administration. With the 
development of yet other antibiotics which can deal with 
penicillin-resistant strains, this objection to its external use 
has fallen away. 

The use of an antibiotic internally should be considered 
where the impetigo is widespread, or is present in an under- 
nourished patient or a small child. Cultures should be done 
in these cases, if at all possible. Frazier and Blank* remind 
us that even a single lesion of impetigo may provide the 
portal of entry for pathogenic organisms, and acute glo- 
merulo-nephritis may result. They state that it is undesirable 


to rely on local treatment of the skin to destroy infection, 
and advocate systemic treatment through the use of suitable 
antibiotics given by mouth or parenterally. There are also 
suitable sulphonamide preparations for internal administra- 
tion in this disorder, but this group of drugs is not recom- 
mended for external use since they often result in a sensitiza- 
tion dermatitis. 

It is pertinent, here, to remember that impetigo is often a 
complication of pediculosis capitis and scabies, so that 
these infestations should always be considered before be- 
ginning to treat a patient with this disease. 

A warning should also be given that penicillin creams 
and ointments are frequently responsible for sensitization 
dermatitis, and so should not be used. There is also great 
concern over the prevalence of penicillin resistant strains 
of bacteria, and it is felt that the haphazard use of topical 
penicillin may increase these strains.° 


Furunculosis 


The early administration of antibiotics may abort a boil, 
but surgical drainage is necessary when pus has formed. 
Difficulty is often experienced when the patient gets a series 
of boils. Each one may be dealt with as it arises with peni- 
cillin or a broad spectrum drug, but it becomes all too obvious 
that this treatment does not prevent the formation of new 
lesions. One must treat systemic disorders such as anaemia 
and diabetes if they are present. The frequent and regular 
use of a soap containing hexachlorophene should be advised® 
and cultures should be made from the nose, since it is thought 
that a bacterial reservoir in the nose may be responsible 
for the continued development of boils. A focus of infection 
may exist outside the nose and throat, and be the cause of 
recurrent boils in certain cases. 

In the cases resistant to the above measures, and they 
are many, sulphonamides or a broad spectrum-antibiotic 
can be tried, possibly in small doses, but since they will 
have to be used over a long period, it is advisable to ask for 
laboratory help in choosing the drugs to be used. 

Sycosis Barbae 

Good results here may be obtained by using preparations 
of the hydroxyquinoline series e.g. quinolor, sterosan and 
vioform. Some patients have frequent relapses, and while 
these may respond to the same application, it is often neces- 
sary to change to the antibiotics. Once again it seems prefer- 
able to try chloromycetin cream, graneodin, neomycin or 
neosporin, but it is admitted that aureomycin, achromycin 
and terramycin ointments are usually equally efficacious. 
Acne Vulgaris 

This condition causes distress of mind to very many 
young people, and often to their parents as well. These 
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people have to be given every encouragerrent over many 
years and this requires tact, patience, understanding and 
skill of a high order in the doctor. In selected cases the use 
of oral antibiotics’ in addition to the routine therapy usually 
prescribed, may be of considerable value. hile penicillin 
is not so satisfactory in these cases, one may see patients 
whose morale is improved tremendously, not by their being 
cured, but by the improvement after the use of the broad- 
spectrum antibiotics, in the papular and pustular elements 
of their affliction. Baer and Witten,* quote an initial dose 
of 250 mg. 4 times a day for 4-7 days, and then gradual 
reduction of the dose provided that the medicament has 
proved beneficial. The dose is lowered gradually to find a 
maintenance level for perhaps even some months. I have 
seen great benefit from one 250 mg. capsule of achromycin 
or tetrex a day over a period of 3 months, without the prior 
loading doses. Some advocate short courses of the drugs, 
with rest periods in between. Unfortunately the expense 
of this treatment at present rules out its larger scale use in 
this country. It must be emphasized that this therapy does 
not by any means replace the standard measures of treat- 
ment. 


Secondary Bacterial Infection 


This occurs very frequently in many dermatological con- 
ditions, e.g. in all eczematous eruptions, and where lesions 
have been excoriated, as in papular urticaria, parasitic 
infestations, etc. At all times one attempts to treat the 
underlying cause, but satisfactory handling of the secondary 
bacterial infection does make the patient realize that he is 
being helped. It is notorious how depressed patients (and 
their general practitioners) sometimes become from long 
continued skin ailments, and control of the secondary 
infection alone may result in great improvement in morale 
of all concerned. Vioform 2-3% in a suitable base, may be 
as valuable and much cheaper than the antibiotics in these 
cases, but the use of all of these may produce visible improve- 
ment. The various preparations of the hydrocortisone 
series for topical use are often combined with antibiotics, 
and the success of these has borne out the part played by 
bacteria in the lesions, a part which is often not so apparent 
to the non-dermatologist. 


Contact Dermatitis from Antibiotics 


Penicillin and streptomycin are the two antibiotics which 
often cause a dermatitis from their application, either thera- 
peutic or accidental, to the skin. It has been pointed out 
above that penicillin, used topically, frequently causes a 
hypersensitivity reaction. By the same token it can cause a 
similar reaction in those who administer injections of this 
drug. Streptomycin is equally liable to produce a dermatitis, 
and doctors should respect this quality in these two valuable 
drugs, and should see that proper precautions are taken to 
avoid reactions in nurses for whose medical welfaie they are 
responsible. A contact dermatitis from these substances 
may appear either on the sides of the fingers or on the eye- 
lids, and may later involve more of the face, the neck and 
forearms. Patch tests are usually of value in confirming 
the diagnosis. Many cases can be avoided by the use of 
syringes with needles which fit perfectly, so that none of 
the solution leaks out onto the fingers of the doctor or nurse. 
Further, any air bubbles in the syringe should be emptied 
back into the closed ampoule, and not sprayed out to form 
a mist in the air in front of the operator's face. The syringe, 
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the needle and the hands must be washed in running water 
immediately after giving each injection. The use of rubber 
gloves and goggles may be of value, and sometimes even 
masks are required. 

Efforts can be made to desensitize these people by gradu- 
ated doses of the drug administered either intradermally® or 
intramuscularly,’ but even then one sees nurses who have to 
give up their posts in the tuberculosis service because of 
hypersensitivity to streptomycin. 

Toxic Reactions from Antibiotics 

The older practitioners will remember the early days of 
penicillin when this drug was injected with practically no 
fear at all of side-effects. Nowadays we see these effects 
with increasing frequency because many patients have had 
numerous courses of penicillin. Transient eruptions, re- 
sembling those of measles and scarlet fever, are not trouble- 
some, but the urticaria which may begin 9 days after the 
last injection may plague the patient for up to 6 months or 
more. Angioneurotic oedema, exfoliative dermatitis, ana- 
phylactic shock and death can occur. While antihistaminics 
and the oral steroids may be of value in the milder reactions, 
in the serious ones the intravenous use of adrenaline or a 
soluble steroid such as solucortef or soluble meticortelone 
may be life saving. The administration of penicillin by 
mouth cannot be relied upon to avoid reactions in the 
hypersensitive person. 

A well-known toxic reaction of streptomycin is damage to 
the 8th nerve, more commonly the vestibular branch. Poor 
renal function may increase the likelihood of this com- 
plication."' As far as the skin is concerned, urticaria and 
morbilliform or scarlatiniform eruptions are fairly often 
seen. 

The tetracyclines are still credited with a relatively low 
toxicity, but they sometimes cause gastro-intestinal dis- 
turbances. The incidence of this group of side-effects can 
be reduced by taking the antibiotic with food or with milk, 
but the use of aluminium hydroxide or the phosphate gels 
retard absorption and reduce the blood levels attained. 
Oral and anogenital reactions, which are only sometimes 
due to monilia, are well known, but far more serious is the 
staphylococcal enterocolitis due to the presence of tetracyc- 
line-resistant strains of staphylococcus aureus. Drug fever 
and skin eruptions have been reported in rare cases. 

I am aware that there are many antibiotics which have 
not been mentioned in the foregoing, and which are probably 
equally efficacious, but it is not possible for one to have 
wide experience of them all. 

It seems wise to emphasize that each time an antibiotic 
is prescribed the practitioner should conscientiously weigh 
up whether one is indeed necessary, and if so which is the 
one which is most likely to do good and the least likely to 


no harm. 
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EDITORIAL : VAN DIE REDAKSIE 


MENTAL HEALTH ASPECTS OF THE 


WHO?’ has recently published the findings of 2a international 
group of experts, convened to study the mental health 
aspects of the peaceful uses of atomic energy. The parti- 
cipants, who were drawn from several different disciplines— 
psychiatry, atomic and radiation medicine, public health, 
social anthropology, and scientific journalism—examined 
reports from all over the world concerning the emotional 
impact of the development of atomic energy as reflected in 
everyday life, in public statements, newspaper comments, 
letters to atomic and health organizations, political and 
religious bodies, as well as the results of clinical enquiries. 

In the first part of the report the challenge presented to 
humanity by the advent of atomic power is discussed: In the 
past mankind has adapted itself, with a great measure of 
success, to very radical changes in its living conditions. In 
this process of adaptation humanity has, of course, been 
exposed to many difficulties and dangers—some of which 
have had more or less serious repercussions on its state of 
health. Harmful effects have often followed even in circum- 
stances which at first sight might seem to have been pre- 
dominantly beneficial. The industrial revolution of the 19th 
century is a case in point. The revolution undoubtedly 
contributed much to the welfare of mankind, but at the 
same time it brought in its wake a marked degree of physical 
and mental discomfort and ill-health. 


The report goes on to show that we are now facing a 
‘second industrial revolution’ and humanity has probably 
never in its history had to face a challenge as considerable 
as that of the advent of atomic power. It is probably true 
to say that the positive potential of the peaceful uses of 
nuclear energy in industry and medicine are enormous, but 
we must not lose sight of the dangers inherent in its misuse. 
At the United Nations International Conference on the 
Peaceful Uses of Atomic Energy, held in Geneva in August 
1955, Prof. W. V. Mayneord said: “The peaceful development 
of atomic energy is humanity’s greatest adventure and, like 
all adventure, must involve risks.” 

In its discussion of an enquiry into the risks to health 
involved in the use of nuclear energy, WHO considered in 
the first place the physical aspects, e.g. the possibility of 
severe burns and the danger of necrotic processes in different 
parts of the body, the results of exposure of the reproductive 
cells, etc. These dangers have often been commented upon. 

WHO recognizes, however, that the opening of the atomic 
age will also be accompanied by pathological influences in 
the sphere of mental health. Such influences might be due 
to radiation damage in the central nervous system, or to 


NAGRAADSE 


Die gedagte aan die moontlike stigting van ‘n nagraadse 
mediese skoo! wat heeltemal los staan van die ander mediese 
skole in die land, is reeds al ’n paar jaar oud. Hierdie gedagte 


3 Januarie 1959 


PEACEFUL USES OF ATOMIC ENERGY 


personality reactions brought about by the consequences 
of damage in other parts of the body. In addition, mankind’s 
encounter with a source of energy of such shattering possi- 
bilities as atomic power, will almost certainly cause strong 
psychological reactions. 

The following is a brief summary of some of the possible 
danger points in the sphere of psychological adjustment: 

1. The application of atomic energy to industry will almost 
certainly speed up the current pace of industrialization with 
its concomitant complications of de-humanization and 
automation. Moreover, it is likely that the social and 
economic changes relative to industry will not only be more 
rapid, but also more dramatic than the course of the first 
industrial revolution. There are already signs of a certain 
weakening of the traditional social structure and value system 
which formerly exercised a stabilizing influence in cultures 
where the pace of change has been slower. 

In summary the report states ‘that these facts lead to the 
conclusion that the peaceful uses of atomic energy as an 
economic potential have both helpful and harmful effects 
on the social and cultural environment of mankind and 
hence on mental health. The question as to which effects 
will predominate hinges on the attention given to the human 
factor in planning and in development’. 

2. Wide-spread anxiety reactions are to be expected 
because it is exceedingly difficult for many people to keep 
the productive uses of atomic energy clearly separated in their 
minds from its destructive possibilities. It would, for instance, 
be dangerous to ignore the fact that the emotions roused in 
the public by the peaceful uses of atomic energy cannot be 
separated from the fear and anxiety stemming from the 
nuclear bomb. In the context of a mental health study it is 
essential to consider these complexes and fears from the 
outset. 

The discussion of the challenge presented to humanity by 
the advent of atomic power ends on a note of warning, but 
also of guidance: ‘there seems to be evidence that the advent 
of the atomic age has confronted humanity with certain 
mental health problems. It seems evident also that we must 
have specialized knowledge in order to confront these 
problems scientifically and not merely from the point of 
view of popular surface psychology with all its fallacies’. At 
the same time it must be realized that the ultimate course of 
atomic power in the hands of mankind will be determined 
by the strength and endurance of the moral values upon 
which civilization is based. 


1. Mental Health Aspects of the Peaceful Uses of Atomic Energy (1958) 
Wid Hith Org. Techn. Rep. Ser. 151. 


MEDIESE SKOOL 


spruit uit ‘n behoefte aan nagraadse studie wat dwarsdeur 
die wéreld gevoel word omdat alle dokters al hoe meer onder 
die besef kom van hoe vinnig en omvangryk die mediese 
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kennis uitbrei en hoe nodig dit is om deur middel van na- 
graadse studie gedurig kontak te hou met dié uitbreiding van 
kennis. Die Wéreld Mediese Vereniging wil byvoorbeeld, 
op sy volgende kongres wat in Amerika gehou sal word, 
*n groot deel van sy program wy aan die bespreking en 
beplanning van nagraadse mediese studie. 

In ons land voel ons ook die behoefte aan vermeerderde 
geleenthede vir nagraadse studie. Omdat die land so groot 
en uitgebreid is, en omdat die algemene praktisyn nog baie 
jare lank die steunpunt sal bly waarom die gesinspraktyk 
draai, is geleenthede vir nagraadse opknappingstudie vir 
algemene praktisyns ‘n groot behoefte. Die behoefte aan 
nagraadse opvoeding behels egter veel meer as net opknap- 
pingskursusse. Die gevoel bestaan in mediese kringe dat ’n 
navorsingsinrigting behoort gestig te word wat hom uit- 
sluitlik op nagraadse studie sal toelé, soos byvoorbeeld die 
geval is met die beroemde Hammersmith Mediese Skool in 
Londen. 

So ’n skool moet hom van die begin af daarop instel om 
die akademiese ideaal van die opvoeding van dokters na te 
streef liewers as die oordra van feitekennis. Die onderrig 
moet gebaseer word op werk in die siekesale, buitepasiénte- 
afdelings en teaters en die voorlesings moet ingestel word op 
die aanvul van gapings in die opvoeding van dokters. Na- 
vorsingswerk moet van die begin af sterk beklemtoon word. 
Die aktiwiteite van die inrigting moet ingestel word op 
sowel nagraadse opknappingskursusse vir algemene prakti- 
syns as op nagraadse studie wat kan lei tot verdere kwali- 
fikasies vir dokters. 

Dat daar ook in ons land 'n behoefte aan so ’n inrigting 
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bestaan word nie betwyfel nie. Die praktiese vrae in hierdie 
verband is egter: hoe kan die voorneme om so 'n inrigting te 
Stig ten uitvoer gebring word; waar behoort die inrigting 
opgerig te word en wat moet sy aard wees—of hy naamlik 
aan inrigtings vir voorgraadse studie verbonde moet wees en 
of hy op sy eie moet staan soos die Hammersmith Mediese 
Skool. 

Nou is daar reeds al in 1957 in Bloemfontein op ’n ver- 
gadering van die Sentrale Afdeling van die O.V.S. en Basoeto- 
land-tak van die Mediese Vereniging besluit om ‘n beplan- 
ningskommissie te benoem om die kwessie van die stigting 
van ’n nagraadse inrigting te Bloemfontein te ondersoek. 
Hierdie beplanningskommissie het al baie werk gedoen en 
hulle het ook die steun vir die stigting van so ’n inrigting te 
Bloemfontein van die Universiteit van die O.V.S. verkry. 
Elders in ons Tydskrif plaas ons ’n uitgebreide memorandum 
wat ons van die genoemde beplanningskommissie ontvang 
het waarin hulle hul skema vir die stigting van ’n nagraadse 
skool te Bloemfontein volledig uiteensit. Ons plaas ook 
daarby die opmerkings en kommentaar van dr. T. B. 
McMurray, Ere-registrateur van die Kollege van Interniste, 
Chirurge en Ginekoloé van Suid-Afrika. 

Omdiat die saak van die moontlike stigting van ’n nagraadse 
mediese skool in Suid-Afrika vir almal wat belangstel in die 
toekoms van die praktiese en akademiese medisyne van 
groot belang is, wil ons soveel bespreking daarvan as moontlik 
by lede van die Mediese Vereniging aanmoeding—op Tak- en 
Takraadsvergaderinge en ook deur middel van die korres- 
pondesiekolomme van ons Tydskrif. 


THE COVER OF THE JOURNAL 


This issue of the Journal appeais with a new cover. We 
decided to have the cover restyled because there were ob- 
jections to the old one, e.g. the pale green colour was not 
attractive, the scraps of information scattered all over the 
title page looked untidy and the abbreviation of the Afrikaans 
title of the Journal to S.A. Tydskrif vir Geneeskunde was 
undignified. Our problem was to restyle the cover page 
in order to give the Journal a striking, but dignified appear- 
ance. Much thought was given to the many typographical 
problems and considerations of bilingualism which arose 


and, moreover, we had to keep in mind the fact that our 
Journal is circulated to the medical libraries of the world. 
The style we chose is modern yet conservative, and the 
ultimate effect, in our opinion, is striking but dignified. 
We hope to be able to use paper of a better quality for the 
cover as well as for the text pages soon. 

These changes are, however, only superficial. Our main 
obligation remains to produce the best possible Journal 
relative to our particular circumstances and resources. To 
that end we wish to solicit the wholehearted support of all 
our members. 


DIE BUITEBLAD VAN DIE TYDSKRIF 


Hierdie uitgawe van die Tydskrif verskyn met *n nuwe 
voorkoms. Ons het besluit om ‘n nuwe ontwerp te laat 
maak omdat daar besware teen die ou buiteblad was, bv. 
die bleek-groen kleur was nie aantreklik nie, die versnip- 
perde inligting op die titelblad het nie netjies gelyk nie en 
die Afrikaanse verkorting van die titel van die Tydskrif 
tot S.A. Tydskrif vir Geneeskunde was onwaardig. Ons 
probleem was om ‘n nuwe ontwerp vir die buiteblad te 
vind om dit ‘n treffende maar terselfdertyd waardige voor- 
koms te gee. Baie aandag is aan die tipografiese probleme 
en oorwegings van tweetaligheid gegee wat by die maak 


van die nuwe ontwerp ontstaan het; ook moes ons die 
feit in gedagte hou dat ons Tydskrif na mediese biblioteke 
van die wéreld versprei word. Die ontwerp wat ons gekies 
het is modern en tog behoudend en die geheel-indruk is, 
na ons mening, treffend maar waardig. Ons hoop om binne- 
kort omslagpapier en bladsypapier van ’n beter gehalte te 
kan gebruik. 

Hierdie veranderings bly egter opperv!akkig. Ons eerste 
verpligting bly steeds om die bes moontlike Tydskrif voort 
te bring binne die perke van ons besondere omstandighede 
en bronne. Met daardie doel voor oé wil ons graag die 
heelhartige ondersteuning van al ons lede vra. 
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HYPERPARATHYROIDISM: ITS CLINICAL PRESENTATION AND MANAGEMENT* 
A. Lee McGrecor, M.Cu. (Epin.), F.R.C.S. (ENG.) 


Consulting Surgeon, Johennesburg General Hospital, Honorary Research Associate, Department of Surgery, 
University of the Witwatersrand 


The history of the parathyroid glands and their diseases is 
briefly as follows: 

In 1880 Sandstrom (Sweden) recognised parathyroids as 
separate structures. He thought they were embryonic thyroid 
tissue. 

In 1891 von Recklinghausen described osteitis fibrosa 
cystica. 

In 1925 Mandl followed Schlagenhaufer’s suggestion and 
reported the first removal of a parathyroid tumour. 

The most interesting way to recount my experiences with 
hyperparathyroidism will be to describe the manner in which 
the cases presented. Presenta'ion implies symptomatology, 
which is divisible into 3 groups: 

i. Symptoms due to hypercalcaemia. The effect of excess 
calcium in the blood is: Hypotonia, muscular weakness, 
lassitude, and chronic constipation. 

2. Symptoms due to transportation and excretion of 
calcium. These are mostly renal, viz. polyuria, which implies 
nocturia, dysuria, and polydipsia. 

3. Symptoms affecting the skeletal system: viz. pain in 
bones and joints, spontaneous fractures, cysts in long bones 
and skull, deformity of long bones, kyphosis and sclerosis, 
and waddling gait and inability to walk. 

The most notable change in the blood chemistry is that 
phosphorus is depressed and calcium is raised; they move 
apart. Alkaline phosphatase is only elevated when gross 
bone changes occur; this only happens in a small percentage 
of cases. Depression of phosphorus levels is not as consistent 
as increase of calcium in the blood and is therefore not as 
true an index of hyperparathyroidism. 

These manifestations are illustrated by the following cases: 


CASE | 


Mrs. Dr. A.M., aged 37, was referred to me by Dr. Malkiel Shapiro, 
of Johannesburg, in October 1950. The patient dated her symp- 
toms from a septic confinement 12 years before. She complained 
of intermittent pain in the left elbow, the neck and the left lower 
limb and in other parts of the body. The areas felt heavy and on 
occasions the attacks were severe and lasted for days. She had 
frequent headaches. There had been numerous attacks of dysuria 
and the passage of black gravel. Occasional bouts of vomiting 
with pyrexia occurred. She complained of great fatigue and was 
extremely sluggish, which had not always been the case. The 
appetite was good. 

The patient was generally flabby. The blood pressure was 
130/90 mm. Hg. There was the suggestion of a nodule in relation 
to the left lobe of the thyroid gland. Despite the patient’s numer- 
ous complaints there was no discoverable clinical evidence to 
account for them. In discussion with Dr. Malkiel Shapiro it 
was considered that the flitting body pains, asthenia and sluggish- 
ness, together with the dysuria and passage of gravel, warranted 
a tentative clinical diagnosis of hyperparathyroidism. 

I then left for overseas and Dr. Malkiel Shapiro undertook 
the investigations. The following summarizes the findings: 
Serum calcium 4-6 13-8 14:0 14:0 mg.% 


Serum inorganic 3-25 5-8 2-7 1:5 mg.% 
phosphate 
Serum alkaline 5 7 5 6 King-Armstrong 


phosphate units 


* Paper delivered on 5 August 1958 at the second meeting of 
the Surgical Forum of the Department of Surgery, University 
of the Witwatersrand, Johannesburg. 


On a low calcium diet the 24-hour urinary calcium excretion on 
3 successive days was 0-60, 0-80, and 0-38 g. (the normal being 
0-20 g.). There were no kidney stones and no evidence of skeletal 
demineralization or heterotropic ossification. 

The patient was referred to Dr. Allbright at the Massachusetts 
General Hospital in Boston, Mass., who confirmed the diagnosis 
of hyperparathyroidism. 

Dr. Oliver Cope removed an adenoma of the left superior 
parathyroid gland, measuring 1-52 cm. The lower left para- 
thyroid body was atropic. 

Apart from a positive Chvostek sign after operation there 
was no tetany, and the patient recovered well. Dr. Malkiel Shapiro 
has continued to follow the progress of the patient. She is cured 
of her hyperparathyroidism and the blood chemistry is normal. 


Comment 


Mrs. Dr. A.M. illustrates the clinical picture of hypercalcaemia 
without gross renal pathology. Von Recklinghausen’s disease— 
osteitis fibrosa cystica—is a relatively rare manifestation of hyper- 
parathyroidism, occurring in 28°, of cases; this merely means 
that gross bone changes are demonstrable by X-rays. Bone is a 
living substance in which not less than an acre in area of osteo- 
clastic and osteoblastic activity goes on constantly. 70°, of 
cases of hyperparathyroidism have renal stones. The mobiliza- 
tion of calcium because of increase of parathyroid hormone 
goes on usually constantly, sometimes intermittently, and it is 
this excess of calcium in the circulating blood which resulted in 
the clinical picture in this case. The patient is cured of her disease. 
Her blood calcium and phosphorus are normal. 

This patient therefore belongs to the group of cases character- 
ized by hypercalcaemia and illustrates the fact that these cases 
have the best prognosis. 

CASE 2 


This case illustrates an extremely rare manifestation of hyper- 
calcaemia—acute parathyroid poisoning. He was referred to 
me by Dr. B. A. Bradlow,' of Johannesburg, who made the diag- 
nosis by a study of the clinical presentation and the electrocardio- 
graphic changes. All previously reported cases of this type—before 
1956—ended fatally. 

Dr. Bradlow’s history, abbreviated, is as follows: 

A 57-year-old farmer was seen on 4 July 1955. Two weeks 
before, whilst motoring, he suffered a momentary severe sub- 
sternal pain which was bad enough to make him stop. For 14 
days he felt blown up and suffered epigastric pain. The chest 
pain recurred several times in this fortnight. He also noted in- 
creased weakness and lassitude, with a sense of lameness in his 
arms. He suffered severely from constipation, sometimes missing 
a week. Micturition was normal. 

Fifteen years ago he suffered backache. Ten years ago a peptic 
ulcer was found by X-ray and was treated for 4 weeks in a country 
hospital with milk and alkalis. This treatment made him feel 
weak and he suffered from pins-and-needles in his hands. He 
felt worse after treatment, though X-ray showed the ulcer healed. 
For 2 years thereafter he had paraesthesia and weakness of his 
legs. Backache recurred on occasions. 

His usual diet included porridge with milk daily and cream 
and cheese on alternate days, with two eggs for breakfast daily. 
He drank extra milk and often took raw eggs. There was no 
polydipsia or polyuria. He had lost 10 Ib. in weight in the pre- 
ceeding 2 weeks. 

On examination striking pallor and great asthenia were ob- 
served. He could barely walk or talk and was extremely depressed. 
The temperature was just under 100°F and the pulse rate was 
100 per minute. He was edentulous. A doubtful fullness was 
present in the right lower pole of the thyroid. The cardiovascular 
system was normal. The blood pressure was 160/100 mm. Hg, 
and later 130/80 mun. The tendon reflexes were brisk and the 
central nervous system normal. Despite this there was marked 
muscular hypotonia. The ECG together with the clinical findings 
indicated the diagnosis of hyperparathyroidism. 
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On admission the serum calcium was 21 mg. per 100 ml., and 
the inorganic phosphate 2-7 mg. The blood count was normal. 
A complete skeletal X-ray showed no demineralization, no extra- 
osseous calcification and no nephrocalcinosis. He deteriorated 
alarmingly after admission, and soon became confused. Whilst 
aphonia and asthenia increased, anorexia became extreme and 
his condition critical. 

By telephone from Boston, Mass., Dr. Oliver Cope, advised 
that renal function be stabilized before resorting to surgery. A 
low-calcium (100 mg. daily) and high-phosphorus diet was begun 
together with intravenous normal saline and dextrose. The blood 
urea had risen from 54 mg. per 100 ml. to 82 mg. and the inor- 
ganic phosphorus to 3-2 mg. These findings, together with a 
uric-acid level of 11 mg. per 100 ml., a creatinine level of 2-1 mg., 
and a urea clearance of 25%, indicated a severe degree of renal 
failure. Progress on this regimen was gratifying and after 12 days 
the parenteral therapy was stopped. The patient improved so 
much that after 24 days he was considered fit for surgery. Opera- 
tion was purposely delayed to allow of improvement of renal 
function, but had amelioration not occurred surgery would have 
become necessary much earlier. 

On 28 July 1955 an adcnoma weighing 3-7 g. (2-6 1-5 cm.) 
was removed from the right inferior parathyroid gland area. 
Inspection of the left inferior parathyroid showed no abnormality 
and there was no reason to suspect the remaining parathyroids. 
Histology carried out by Prof. James Murray of the south African 
Institute for Medical Research showed a chief cell parathyroid 
adenoma with a large cyst of the lower pole. 

The convalescence was uneventful. A dramatic decrease in 
blood and urinary calcium and a negative Sulkowitz test occurred 
in 48 hours. Ten days after operation the patient was discharged 
in excellent health. Five months later he had gained 17 Ib. in 
weight, he had lost the constipation of many years’ standing, 
and the blood chemistry was normal. In a note kindly given me 
by Dr. Bradlow a few days ago he says: ‘This patient, 3 months 
ago, was perfectly well, with normal blood urea and serum cal- 
cium, negative Sulkowitz, and normal blood pressure. Six months 
ago he had a minor myocardial infarction but made a good re- 
covery with bed rest and anti-coagulants.’ 

Dr. Bradlow refers to Rienhoff’s follow-up (1950) of 25 cases 
of hyperparathyroidism due to adenomata which had been oper- 
ated on.* Nine cases died from hypertension 3-11 years after 
discharge from hospital. This re-affirms the accepted fact that 
after removal of the tumour(s) 36% of cases of hyperparathy- 
roidism due to adenoma die from hypertension with or without 
renal insufficiency. All but one of Rienhoff’s cases were between 
40 and 60 years old. Half the cases had renal lesions at the time 
of operation. The other half had skeletal but no renal complica- 
tions. All these cases were well after operation and the serum 
calcium and phosphorus became normal. None the less a con- 
tinuous degenerative renal lesion produced death. 

in this case renal function has improved and the blood urea 
is normal, yet the outlook is uncertain. 

Comment 

The lessons to be learned from this case are that acute para- 
thyroid poisoning is an extremely dangerous condition and that 
physicians do not carry their big bags around without a purpose. 

The case also illustrates the fact that milk drinkers who have 
parathyroid tumours do not develop gross bone lesions. 

The condition of acute parathyroid poisoning may be antici- 
pated when the serum calcium reaches the figure of 19 mg. %. 
James and Richards*® in 1956 reported a case of parathyroid 
crisis in a 22-year-old female who developed parathyroid poison- 
ing in hospital while she was being prepared for parathyroid 
surgery. An emergency removal of a parathyroid adenoma was 
carried out with a successful outcome. 


CASE 3 


Case 3, chronologically the second in this series, concerns a man 
(‘the Dutchman’) who was operated on in hospital in 1942. All 
efforts have failed to unearth the record, but I remember the 
salient facts. The housemen of my surgical unit had shown much 
interest in the case of Mr. R.C.S. (case 4), which we thought 
to be the first parathyroid tumour removed in the Union. These 
boys were like bloodhounds off the leash, in their search for 
parathyroid tumours. Incredible as it sounds, they found one. 
A poor inoffensive Hollander was picked up in the medical out- 
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patient department. What he was in search of was a bottle of 
medicine for his cough. He certainly never expected to have his 
throat cut! However, questioning disclosed that for years he had 
suffered bitterly from weakness and tiredness and flitting body 
pains. It was the asthenia which encouraged the houseman to 
investigate the blood chemistry. Another point was that he had 
undergone an operation in Holland some years previously for his 
weakness but was no better for it. The serum phosphorus and 
calcium had moved apart and the diagnosis of hyperparathy- 
roidism was ultimately established. 

During the war years we often had visits to hospital by medical 
men in transit to other war areas. When we operated on ‘the 
Dutchman’ there was a bearded Colonel of the Dutch Army in 
the theatre. The operation was difficult because of the preceeding 
exposure. The thyroid lobes were mobilized and quite a large 
adenoma of the left inferior parathyroid was removed. Over 
a cup of tea in the doctors’ room afterwards, our visitor told us 
that several years earlier at Leyden, he had watched the operation 
when the first parathyroid gland tumour was removed in Holland. 
An adenoma had been removed from the left side and who should 
the patient have been but the very Dutchman from whom we 
had removed a second adenoma. 

The patient lost his symptoms of hyperparathyroidism. 
Comment 


This case shows that more than one parathyroid tumour may 
exist. Multiplicity occurs in less than 10% of cases. What cog- 
nizance should the surgeon take of this fact? This will depend 
on several factors. The first is the condition of the patient. Should 
he or she be in a grave hyperparathyroidic condition the ideal 
management of the case is illustrated by Dr. Bradlow’s case of 
acute parathyroid poisoning. Should conservative treatment not 
have attained this happy result in that case then operation would 
have been necessary and the surgeon would have had to make a 
serious decision whether a part of the growth should be left in situ 
to prevent the onset of tetany. If the general condition of the 
patient is good and the tumour has been removed, should the 
other parathyroids be visualized? If the case is one of hyper- 
plasia of these glands, then that must necessarily be done. Should 
the case be one of adenoma then the best plan is to put a few stay 
sutures in the other inferior pole of the thyroid gland, elevate it 
and look at (and if necessary feel) the inferior parathyroid area. 
If a tumour is found, remove it. If not, terminate the operation 
and await events. It is unwise in these cases to try and visualize 
the superior parathyroids. They are often most difficult to find 
and in any case tumours of them are rare. 

If hyperparathyroidism continues after operation further 
search is necessary. This may be a most difficult procedure, 
which may entail spli:ting the sternum. In other words, it is 
poor surgery, having removed an adenoma, to make a half- 
hearted search for another. It merely complicates greatly a possible 
second procedure. Churchill and Cope‘ (1936) state that in 
operating for hyperparathyroidism in cases which have been 
operated on for this condition before, should an adenoma be 
found they leave part of it behind. There is no means of knowing 
how much damage may have been done to the parathyroids at 
previous operations. Interference with the blood supply may have 
jeopardized their existence; therefore the risk of inadvertent 
total parathyroidectomy should be avoided. 

The group of symptoms dependent on skeletal changes is 
illustrated by cases 4 and 5. Case 4 is to the best of my know- 
ledge the first one in this country in which a parathyroid tumour 
was removed. 


CASE 4 


This case was referred to me by Dr. E. J. Swirsky in August 1942. 
Dr. M. M. Suzman was also interested in the case. : 

Mr. R.C.S., aged 34, married with 4 children, analytical chemist. 
This patient began to complain 4 years previously of the appear- 
ance of swellings on his hands, feet, left arm, left leg, and right 
side of jaw. They were not tender but were slowly growing. 
In spite of great increase of appetite he had lost 20 Ib. in weight. 
He complained of polydipsia and polyuria, rising 3 times at night 
to urinate. There was increasing fatigue. He had seen a number 
of doctors and had recently been advised to have his left hand 
amputated. 

The blood pressure was 120/80 mm. Hg. There was a sugges- 
tion of a fullness under the lower part of the left sternomastoid 
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muscle. A deformity of the left metacarpus was present, of the 

seen in multiple chondromata; also swelling of the tibiae 
. X-ray showed typical osteitis fibrosa cystica (von Reck- 
linghausen’s disease). 

The serum calcium was 13-1 mg.% and the serum inorganic 
phosphate 2-3 mg.%. The alkaline phosphatase was 21 King- 
Armstrong units at the first analysis and 14 at the second. 

Clinical diagnosis: hyperparathyroidism. 

In April 1942 operation was performed. The left lower para- 
thyroid gland was found to be enlarged. It was light brown in 
colour and on removal was seen to be the size of a walnut (normal 
size 6x 3x1 mm.). The pathologist reported it to be an adenoma 
of the parathyroid gland. 

On the night after operation and succeeding ones there was no 
nocturia. Convalescence was uneventful. 

Follow-up. The patient reported to me and Dr. Suzman, and 
I am grateful to Dr. Suzman for access to his notes. In 1947, 
ie. 5 years after operation, X-rays showed recalcification of the 
bone cysts. Blood phosphorus was 3-3 mg.% and blood calcium 
10-9 mg.%. Alkaline phosphate was 4 King-Armstrong units. 
He had put on weight. In 1950 the blood pressure was 180/140 
mm. Hg and he complained of hypertensive headache. At the 
time of operation 8 years before, the blood pressure was 120/80 
mm. Hg. At the time of writing—16 years after operation—the 
hyperparathyroidism has been cured but hypertension has de- 
veloped. 


Comment 

This case combines the symptomatclogy of the renal and 
skeletal groups of presentation. He showed the characteristic 
features of von Recklinghausen’s disease. His blood pressure 
when first seen in 1942—the year of operation—was 120/80 mm. 
Hg. In 1948 it was 180/140 mm. Hg, at which it remained in 
1950. He was subject to headaches of the hypertensive type. 
There was no polyuria or nocturia, but he was thought to be a 
candidate for malignant hypertension. The case illustrates the 
fact that because cf the long time which usually elapses before 
hyperparathyroid tumours are recognized and removed, the 
kidney has suffered in such a way that the development of hyper- 
tension may well shorten life although the original disease is 
cured. 

CASE 5 


This lady is another example of the group of cases where the 
changes in the skeletal system draw attention to hyperparathy- 
roidism. Mrs. E.J.P., aged 62, was referred to me by Dr. N. C. 
Leiman in July 1952. She had been seen by Dr. M. M. Suzman 
intermittently since 1936. I am grateful to him for giving me 
access to his files and for his help with the diagnosis. 

In 1946 she began to complain of fairly persistent headaches. 
At that time there was some intracranial calcification and para- 
esthesia—pins-and-needles in the hand when lying on the arm. 
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In 1947 she saw Mr. Norman Dott in Edinburgh, who thought 
the parasaggital intracranial calcification was possibly a healed 
tuberculoma and advised no surgery. 

When I first saw her in 1952 she stated that 4 months pre- 
viously she noted blockage of the right side of the nose and deaf- 
ness in the right ear. There was a ‘pimple’ on the right upper 
alveolus and sometimes a speck of blood on the handkerchief 
after forcible blowing of the nose. She was eating poorly and 
had lost weight. Biopsy of the gum was reported as osteoclastoma 
Deep-therapy for 6 weeks had not helped. She also complained 
of muscular weakness and was always tired. 

Examination showed the alveolus of the superior maxilla to be 
bulged inferiorly and laterally. The right half of the palate was 
depressed and spongy to the feel. The inner wall of the maxillary 
antrum was pushed medially, blocking that side of the nose. 
No enlarged lymph nodes were found. The examination was 
not otherwise noteworthy except for a blood pressure of 230/100 
mm. Hg. 

Treatment was discussed with Dr. Leiman and removal of the 
superior maxilla was mooted. However, it was thought wise to 
discuss the case with Dr. Lester Brown, who had removed an 
osteoclastoma from the right side of the lower jaw 3 years pre- 
viously. In view of the rarity of multiple true benign giant-cell 
tumours, it was resolved at his suggestion to investigate the blood 
chemistry. Dr. Suzman’s help was also invoked. 

The 24-hour urinary excretion of calcium after 3 days on a 
low calcium diet was 102 mg. (normal maximum 300 mg.). The 
Sulkowitz test was doubtful in 2 instances and in 1 instance it 
was positive. Serum calcium 11-8 mg.°, (normal 9-11 mg. %). 
Inorganic phosphate 2-8 mg.% (normal 2-3 mg.%). Alkaline 
phosphatase 5-1 King-Armstrong units. Blood urea (a) 53 mg. %, 
(b) 47 mg.%. These findings were equivocal—normal phos- 
phorus, some elevation of the bleod calcium and low urinary 
calcium. 

X-ray studies by Drs. Eric Samuél and M. H. Fainsinger showed 
(1) distension of the right maxilla (osteoclastoma) (Fig. 1), (2) 
diffuse skeletal decalcification, (3) subperiosteal absorption of 
phalanges, (4) skull decalcified and woolly, (5) cupping and 
fraying of the acromio-clavicular joints, and (6) calcified opacities 
in lungs—heterotopic calcification. This combination of X-ray 
findings is typical of hyperparathyroidism. 

Diagnosis: hyperparathyroidism. The reasons for this con- 
clusion were the following: 

(a) It was thought that the reason why the blood phosphorus 
was within normal limits was some impairment of kidney function 
causing defective excretion of phosphate but for which the blood 
phosphorus would have been lower. 

(b) The blood calcium was raised, though only moderately so. 

(c) The X-ray appearances were those of hyperparathyroidism. 
It is averred that absorption of the subperiosteal bone of the 
phalanges is pathognomonic of the condition, especially when 


Fig. 1. 


Hyperparathyroidism. Osteoclastomatous mass in right maxillary antrum. A—Occipito-mental view.— 


B.—P.A tomogram. 
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occurring in conjunction with cupping and fraying of the acromio- 
clavicular joints.® 

(d) The occurrence of two osteoclastomata is so unusual that 
they were considered more likely to be the brown tumours of 
Jaffe than true neoplasms. 

Operation wes performed on 15 August 1952. The sterno- 
mastoid muscles were mobilized in their lower parts and the 
ribbon muscles divided. The right lobe of the thyroid gland was 
seen to be pushed forwards. The middle thyroid vein was divided 
The lower part of the gland was elevated by stay sutures used as 
retractors. A brown tumour the size of the last phalanx of the 
middle finger was then seen to occupy the position of the right 
inferior parathyroid gland. The recurrent laryngeal nerve was 
closely applied to the /ateral surface of the tumour (reference 
is made below to the diagnostic importance of this finding). 
The removal of the tumour presented no difficulty. The tumour 
was reported to be a clear-cell tumour of the parathyroid by 
Dr. C. J. Uys of the Department of Pathology. Recovery was 
uneventful. The serum calcium 14 days later was 10-1 mg.% 
(normal 9-11 mg. %). 

The patient was seen by Dr. Suzman periodically. Fourteen 
months after operation the inorganic phosphate was 3-0 mg.°% 
(normal 2-3 mg.%%), the serum calcium was 8-4 mg.°%, and the 
alkaline phosphatase was 5-1 King-Armstrong units (normal 
4-5-9-5). The Sulkowitz test for urinary calcium was negative. 

X-rays taken by Dr. Eric Samuel on 7 October 1953 showed 
(1) the bones of the cranial vault increased in width and density, 
(2) the right maxillary antrum calcifying and the osteoclastoma 
resolving, and (3) the jaw itself showing a considerable improve- 
ment in the extent of calcification in the mandible. 

The hyperparathyroidism was cured. The ultimate death of 
the patient some years later was, I am informed, due to a cerebral 
haemorrhage. 


Comment 


An interesting feature in this case was that it presented as a 
tumour of the maxilla. Although a proved osteoclastoma, the 
significance of the finding was not appreciated until, in consulta- 
tion with Dr. Lester Brown, the possibility of hyperparathy- 
roidism was mooted. In 1948 Thoma er a/.* reported that cystic 
changes and tumour swelling of the maxilla was sometimes the 
first clinical indication of hyperparathyroidism. Even after blood 
and urinary investigations were made the findings in this case 
were equivocal. However the association of the outcome of the 
serological and radiological studies together with the history 
of the removal of an osteoclastoma from another site several 
years before were felt to justify a firm diagnosis of hyperpara- 
thyroidism. The rule has been laid down that there is no place 
for surgical exploration in the diagnosis of this condition, be- 
cause the diagnosis can always be made. 


CASES 6 AND 7: LARGE CYSTS OF THE PARATHYROID GLANDS 


Reference was made above to the importance of the relationship 
of the tumour to the recurrent nerve. The inferior parathyroid 
lies usually close to this nerve and in case 5 the nerve was pushed 
laterally by the tumour growth. We have in 2 cases had to deal 
with cysts each as large as a medium sized orange which were 
thought to be of thyroid origin. I make it a practice to expose the 
recurrent nerve in most cases requiring removal of thyroid tissue. 
In neither of these cases was the recurrent found at operation 
in its usual situation between oesophagus and trachea, nor would 
the cyst shell out from thyroid as thyroid cysts usually do. In 
each case after a difficult dissection the pedicle of the cyst, not 
much thicker than a match, was traced to a fibrous area at the 
junction of oesophagus and pharynx. In both cases the recurrent 
nerve was ultimately found lying lateral to the cyst. One of the 
cysts extended into the anterior mediastinum to the level of the 
angle of Louis. This case was referred to me by Dr. L. I. Braun. 
The report on the specimen signed by Prof. James Murray reads 
as follows: 

‘Sections of this cyst from the region of the thyroid gland 
show a fibrous-tissue wall in which are embedded masses of 
cuboidal epithelial cells. The cells are arranged mainly in alveolar 
masses between which run delicate connective-tissue trabeculae 
but in some areas there is a tendency to acinar arrangement in 
which the cuboidal epithelial cells line the acinar spaces. In 
addition there are foci in which the epithelial cells show more 
hyperchromatic nuclei, are more deeply oesinophilic and tend 


3 January 1959 


to be spindle-shaped with an appearance of whorling suggestive 
of a change towards a squamous type of epithelium. The cyst 
is apparently of developmental origin. The majority of the cells 
resemble those of parathyroid tissue. No evidence of malignancy 
has been observed.’ 

Thus the relationship of the recurrent nerve to a tumour growing 
in relation to the tracheo-oesophageal sulcus gives a pointer 
to whether the growth is of thyroid or parathyroid origin. I have 
never seen a mass coming from the thyroid displace the recurrent 
nerve. Cysts of the parathyroid gland are described in text-books 
as being small. Larger ones, however, do occur. Only about 
14 cases of large cysts of the parathyroid have been reported. 
Apart from swelling, the only symptom such a cyst is likely to 
cause is compression of the recurrent nerve.’ 


DISCUSSION 


The number of parathyroids is dependent on the enthusiasm 
of the investigator. Usually there are 2 superior and 2 inferior 
ones. They are in dimension 6x31 mm., coffee brown 
at puberty and yellowish in middle age. When exposed at 
operation they look very like fat, which is what determines 
their colour in later life. The superior ones arise from the 
epithelium of the 4th branchial pouch. They always lie 
between the layers of the pretracheal fascia. The inferior 
glands arise from the lining of the 3rd pouch. If they lie 
above the inferior thyroid artery they are often deep to the 
pretracheal fascia and are not visible until this fascia is 
incised. A tumour of these glands may thus pass into the 
posterior mediastinum in relation to the oesophagus. If 
the gland lies below the inferior thyroid artery, it is within 
the layers of the pretracheal fascia and will, if it descends, 
pass along the inferior thyroid veins and come to lie in the 
anterior mediastinum behind the sternum. Here it may be 
felt from the neck and pulled up. The blood supply is 
from the thyroid arteries. Whether both are supplied from 
the inferior or whether the superior artery takes a share, 
is undecided. It is noteworthy that the blood supply is 
sinusoidal, like that of the liver. Thus the least injury to the 
glands leads to its suffusion with blood. This is evidenced to 
the operator by the swelling and discolouration of the gland 
if surgically damaged. Under these circumstances it will be 
out of action during the critical post-operative days. Whether 
a parathyroid gland ever lies within the thyroid substance is 
debatable on embryological grounds. It may, however, lie 
in a cleft in the thyroid, which explains why portions of this 
gland have on occasions been removed for hyperparathy- 
roidism. 

I was taught by Sharpey Schaefer (Sr.) that the function 
of the parathyroid glands is to control the metabolism of 
guanidine. The gland produces parathyroid hormone and 
has no proved relationship to other glands. The excretory 
function is regulated by the calcium and phosphorus require- 
ments of the body. Parathyroid hormone regulates the 
electrolyte equilibrium of the body, Its influence is primarily 
on the calcium and phosphorus metabolism, the greater 
effect being on phosphorus. A low blood calcium stimulates 
the secretion. It acts directly on the osteoclastic activity of 
bone and influences the circulating phosphorus, which in 
turn stimulates the increase of urinary phosphatase excretion. 
Also the control of muscular tone is regulated by the meta- 
bolism of guanidine, which is influenced by the hormone of 
the parathyroid. Excess of this hormone in the body, whether 
due to administration or excessive secretion, is to bring 
about (1) increased secretion of phosphatase in the urine, 
(2) decreased secretion of phosphatase in the serum (below 
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3 mg. °<), (3) increased calcium in the serum, and (4) increased 
calcium in the urine. 

Hypercalcaemia causes diminished neuromuscular activity 
and hypotonicity of muscles. If long continued the excretion 
of lime salts leads to a deposition of calcium in the kidney 
tubules, the gastric mucosa and the alveoli of the lungs. 
The latter was considered to be the cause of the ‘bronchitis’ 
which was the presenting symptom of ‘the Dutchman’ (case 
3). As a result of this nephrocalcinosis renal insufficiency 
ensues. Because of this, phosphorus retention occurs and 
serum caicium is lowered, producing a compensatory hyper- 
parathyroidism. 

It will be observed that in nephrocalcinosis, although the 
metabolism of calcium and phosphorus is gravely disturbed, 
none the less the effects are to produce an apparent normality 
in the serological readings. This was the state of affairs in 
case 5. At this stage the diagnosis of hyperparathyroidism 
becomes extremely difficult unless the possibility is envisaged 
and further evidence exists in the form of bone changes, 
osteoclastoma, renal calculi or heterotopic ossification. It is of 
special significance that if the patient fails to ingest as much 
calcium as is being lost, then osteoclastic activity is increased. 
This occurs only in a small proportion of cases and thus 
the classical picture of von Recklinghausen’s disease occurs 
but seldom, and milk drinkers do not suffer from osteitis 
fibrosa cystica. Of the body calcium 99°% is in the form of 
calcium phosphate and carbonate. Blood calcium occurs in 
the form of the proteinate and calcium ions, the latter 
modicum being regulated by the parathyroid hormone—the 
lower the ionic concentration the greater the demand for the 
hormone. 

Of the serum calcium 45°% is combined with protein. 
One-third of the daily calcium excretion is via the urine and 
two-thirds by the faeces. Vitamin D and A.T. 10 (dihydro- 
tachysterol) diminish the faecal calcium and phosphorus 
by increasing calcium absorption and urinary calcium 
excretion. 

The grave risk of parathyroidectomy is tetany. There are 
many causes of tetany—rickets, osteomalacia, steatorrhoea, 
renal insufficiency and alkalosis. The signs and symptoms are 
increased neuromuscular activity, with paraesthesia, cramps 
and carpo-pedal and laryngeal spasm. Positive Chvostek 
and Trousseau’s signs may occur. The treatment is to treat 
the cause by administration of calcium, parathormone, 
vitamin D and A.T. 10. The diet should be high in calcium 
and low in phosphorus; therefore no dairy products are 
admissible. 

Hyperparathyroidism may be secondary, in which excess 
hormone is produced by a compensatory mechanism such 
as poor nutrition due to vitamin-D deficiency, pregnancy, 
lactation, and renal insufficiency with phosphorus retention. 
Primary hyperparathyroidism is caused by: 

(a) Idiopathic hyperplasia, which affects one or more of 
the parathyroid glands and the signs and symptoms of which 
are indistinguishable from those of adenomata. It occurs 
in 8% of cases of hyperparathyroidism. I have had one case 
which was operated on and for reasons of space has not 
been described here. 
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(6) Adenomata. About half of these are non-functiyning 
for shorter or longer periods. Females account for three- 
quarters of the cases. The age incidence is 30-60 years. About 
3% of the tumours occur in the mediastinum. About 70% 
of cases have nephrocalcinosis or urinary stones. About a 
third of the cases show von Recklinghausen’s disease. 

Of cases presenting with renal stones about 12% suffer 
from hyperparathyroidism. 

Tetany occurs in about half the operated cases, whereas 
after thyroidectomy the incidence is 1°%. The severe form 
is apt to occur in cases of osteitis fibrosa cystica and those 
with high serum-phosphatase levels. Phosphatase is an 
ensyme which plays an important role in the deposition of 
calcium in osteogenesis. It is therefore increased when active 
bone destruction and regeneration are going on. The level 
of the serum phosphatase is therefore a measure of osteo- 
blastic activity. 

The ultimate prognosis depends on the degree of renal 
damage and, as we have seen above, 36°% die of hypertension 
within 3-11 years, even though renal function appears good 
at the time of operation. Most cases of hyperparathyroidism 
progress inexorably to a fatal end. They may never be 
recognized, and thus are never properly treated. The period 
between the occurrence of symptoms and recognition is 
usually several years. The prognosis depends on the length 
of this period. 

The physician, the radiologist, and the biochemist are 
necessary in the recognition of hyperparathyroidism. For 
the house doctor to suspect the existence of the disease: 

1. He must be aware of the entity. 

2. He must show a high degree of suspicion in all cases of 
(a) renal stones or insufficiency, (6) heterotopic ossification, 
(c) spinal deformities, (d) spontaneous fractures, and (e) bone 
swellings and bone pains. 

3. In all cases of hypertension he must exciude hyper- 
parathyroidism just as he must exclude pheochromocytoma. 

4. Cases of long continued chronic fatigue and loss of 
energy of unexplained aetiology must claim his especial 
attention. 

SUMMARY 

1. Seven cases of parathyroid pathology are reported and 
analysed. Case 4 is thought to be the first case in the Union 
in which a tumour of the parathyroid gland was removed. 

2. The variability of presentation is illustrated. 

3. The pathophysiology and biochemistry are discussed. 

4. Operation resulted in ‘cure’ of all cases. 

5. 36% of cases will die in 3-11 years from the complications 
of hypertension. 

6. The attention of the house doctor is drawn to the 
symptoms and signs which should make him suspicious of 
the existence of parathyroid pathology. 
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‘HEAF’ MULTIPLE PUNCTURE TUBERCULIN TEST 
A COMPARISON WITH INTRADERMAL TUBERCULIN P.P.D. IN THE CAPE COLOURED SUBJECT 


F. K. Mitcuett, M.B., Cx.B., D.P.H. (Cape) M.R.S.H. and F. I. Jackson, M.B., CH.B., D.P.H. (CAPE) M.R.S.H. 
Health Department, Divisional Council of the Cape 


Tuberculosis is at the present time the major Public Health 
problem in the Union of South Africa, particularly amongst 
the non-White sections of the population in the wetter 
coastal regions with a winter rainfall. 

Despite the progress which has been made since the intro- 
duction of the modern antibiotics and chemotherapeutics, 
the incidence of tuberculosis amongst the Cape Coloured 
section of the population of the Western Cape has remained 
high. It has, therefore, been decided to introduce BCG 
vaccination into the anti-tuberculosis campaign, in the hope 
that it will reduce the incidence at least of the primary types 
of the disease. 

An essential part of any BCG vaccination scheme is the 
preliminary tuberculin testing of those members of the 
community to whom BCG is to be offered, and one of us 
(F.K.M.) was greatly impressed during a WHO Fellowship 
visit to the Northern Ireland Tuberculosis Authority, in 
1956, with the potential advantages of the ‘Heaf’ Multiple 
Puncture! apparatus in arranging a tuberculin survey under 
conditions such as those found in the Cape Division. The 
Heaf test is easily performed and painless to the patient; the 
antigen is comparatively stable and inexpensive; and the 
reading of the test is so simple that any intelligent person 
can easily be trained to undertake it without significant 
observer error. 

A search of the literature showed that the Heaf test has 
been extensively studied amongst White populations and 
to a lesser extent amongst the African Bantu,?* but no 
detailed study of the test appeared to have been made in the 
Cape Coloured. Before introducing the test, therefore, it 
was considered essential to ascertain whether it was reliable 
in the Cape Coloured group, and it was decided to compare 
the results of the Heaf test with the intradermal test, using 
Tuberculin PPD in a grovy of Cape Coloured children. It 
was desired to establish whether or not the test was reliable 
in the Cape Coloured; whether any abnormal reactions such 
as hyper-keratinization cones, described by Greening? in 
the Northern Rhodesian Bantu, occurred; and incidentally 
to ascertain the best time for reading the test. 

Subjects 

The trial was conducted at a Cape Coloured primary 
school at Bishop Lavis Township, in the Cape Peninsula near 
Cape Town, where, by arrangement with the principai, 
parental permission was obtained to submit 180 apparently 
healthy children of both sexes, aged between 10 and 15 years, 
to the test. The trial involved 4 separate visits to the school 
and, owing to the fairly high absentee rate at Cape Coloured 
schools, only 156 of these children were seen on all 4 occasions. 
Materials 

The Heaf test was performed with the Heaf Multiple 
Puncture apparatus using ‘protoderm’ containing PPD, 2 
mg. per ml., equivalent to 100,000 u. OT per ml. (obtained 
from Messrs. Allen & Hanbury). 

The intradermal test was performed with first and second 
strength tuberculin PPD (Messrs. Parke, Davis & Co.). The 
first-strength dose of 0-1 ml. contains 0-00002 mg. of PPD, 


equivalent to 1 TU. The second-strength dose contains 
0-005 mg. of PPD, equivalent to 250 TU. per dose. New 
tuberculin syringes were used, separate syringes being kept 
for the two strengths of PPD. The tuberculin solution for the 
test was freshly prepared immediately before use. 


Method 


First visit, At the first visit the Heaf test was performed on 
the anterior aspect of the right forearm. After preliminary 
cleansing with acetone, a drop of ‘protoderm’ was applied 
to the skin with a flame-sterilized platinum loop. The base 
of the Heaf apparatus was applied to this drop, turned 
slightly to secure spread and the trigger released. After 
each application the base of the apparatus was dipped in 
spirits and flamed. 

At the same session, after preliminary cleansing, 0-1 ml. 
of first-strength PPD was injected intradermally into the 
anterior aspect of the left forearm. 

Second visit. 48 hours after the first visit both the Heaf 
and PPD reactions were read. All subjects showing a negative 
reaction to the PPD test (5 mm. or less) were given intra- 
dermally 2 second-strength dose of PPD, approximately 50 
mm. distal to the site of the previous injection in the left 
forearm. 

Third visit. On the Sth day, i.e. 72 hours after the second 
visit, the Heaf 2-d second PPD tests were read. 

Fourth visit. On the 7th day, the Heaf test was read a 
third time. 

Method of Reading 


(a) For the intradermal test, the mean diameter of the 
induration was measured with a rule and recorded. 

(6) For the Heaf test the following criteria were adopted: 

First-degree positive (+): A ring of 4 or more indurated 
discrete papules. 

Second-degree positive (++): A ring of coalescent 
papules. 

Third-degree positive (+ +-+-): A plateau of induration. 

Fourth-degree positive (+- + + +). An indurated plateau 
with vesication. 

Doubtful reactions. It became apparent during 
the tests that a further category of doubtful positives 
should be recorded. Reactions were labelled ‘doubtful’ 
when there was a minimal induration of a less degree than a 
first-degree positive. A significant proportion of doubtful 
positives became definitely positive at succeeding visits. 


RESULTS 


Children who were absent at one or more of the visits were 
eliminated and the results recorded concern only the 156 
children who were seen on all occasions. 

Heaf test. The results are shown in Table I. It is note- 
worthy that every positive to the Heaf test remained a 
positive throughout the period of observation. Of 15 doubtful 
readings at the second visit, 5 were (+-) at the third visit and 
remained (-+-) at the fourth visit. The remainder were obvious- 
ly negative by the fourth visit. Three children who were 


negat 
also 
react 
not ¢ 
Int 
react 
and 
tratic 


a 


NUMBER OF SUBJECTS 


TA 

we 

- 

| 
sho 

a the 
deg 

as 
def 
Co 
the 
the 
TAI 

AT 
! 

| 
re 
H 
ne 
d 


1959 


3 Januarie 1959 


TABLE I. INTENSITY OF HEAF REACTIONS IN 156 CHILDREN 


Days — + ++ +++ ++++ 
+ oe 69 5 42 21 9 0 

5 68 6 29 32 17 4 

7 68 3 41 35 5 4 


negative at the third visit were (+-) at the fourth visit. It was 
also noteworthy that the number of fourth-degree positive 
reactions was exceedingly small and even these reactions did 
not cause any particular subjective discomfort. 

Intradermal test.. In Fig. 1, curve 1 shows the extent of 
reaction 48 hours after administration of first-strength PPD, 
and curve 2 shows the readings 72 hours after the adminis- 
tration of the second-strength PPD to the 108 children who 


cuRve | REACTION "O 1 TU AT 48 HOURS 


REACTION TO 250 TU aT 72 HOURS 


NUMBER OF SUBJECTS 


MEAN DIAMETER OF REACTION IN MILLIMETRES 


Fig. 1. Reaction to intradermal PPD. 


showed a negative reaction to the first test dose. Although 
the numbers are small, curve | indicates that the critical 
degree of reaction above which the test could be regarded 
as positive was 5 mm. and, although curve 2 is much less 
definite, this standard was adopted in all readings. 
Comparison between Heaf and Intradermal Tests 

Table JI compares the Heaf reaction and the reaction to 
the 1-TU intradermal test in the 156 children who completed 
the tests. It will be noted that all subjects showing a positive 


TABLE Il. DEGREE OF REACTION TO | T.U. INTRADERMAL PPD READ 

AT 48 HOURS, COMPARED WITH HEAF REACTION READ AT 7 DAYS 
Intradermal PPD 

— Heaf Reaction 


Reaction 
inmm. Number 4 
69 


26 
7 


4 
+ 
4 


Nuwaet 


to 


or more .. 


68 


a 


reaction of 6 mm. or more to | TU also showed a positive 
Heaf. On the other hand of the 108 subjects showing a 
negative reaction to the intradermal test with | TU (5 mm. 
or iess) 37 showed a positive reaction to the Heaf test at 7 
days. 

Table III compares the Heaf readings with the reaction to 
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250 TU of 108 children who were negative to 1 TU. All 
subjects exhibiting a positive reaction to 250 TU also exhibited 


TABLE Ill. DEGREE OF REACTION TO 250 TU INTRADERMAL PPD 
READ AT 72 HOURS, COMPARED WITH FINAL HEAF REACTION READ 
AT 7 DAYS (POSITIVE REACTORS TO | TU PPD EXCLUDED) 


Intradermal PPD 


Heaf Reaction 
Reaction 
inmm. Number + ++ +44 +444 
1 20 19 1 oa 
2 7 6 1 — on 
5 3 1 1 oun 
6 1 1 _ 
9 or more .. 25 — — 16 8 1 sine 
108 68 3 26 10 1 0 


a positive reaction to the Heaf test. Of 73 subjects showing 
a negative reaction to 250 TU at 72 hours, 2 showed a 
positive Heaf at 7 days (these 2 children had reactions of 4 
mm. and 5 mm. respectively to the intradermal test but were 
recorded as negative as the induration failed to pass 5 mm.). 


CONCLUSIONS 


As was expected, the intradermal test using 1 TU of PPD was 
found to be unreliable and useful only as a screening test to 
avoid exposing hyper-tuberculinized subiects to unnecessarily 
severe reactions to 250 TU. On the other hand, there was a 
very close correlation between the Heaf test and the intra- 
dermal test using 250 TU of PPD, and it was therefore 
concluded that for practical purposes the Heaf test could 
be regarded as being as reliable as the latter test. Despite the 
preliminary screening with 1 TU of PPD, 12 subjects had 
more or less severe reactions to 250 TU (15 mm. or more) 
and several of these children suffered considerable discomfort. 
These same children suffered little or no discomfort from their 
positive Heaf reactions. 

The positive Heaf readings were found to remain positive 
until the seventh day. In fact, as has been indicated, 3 readings 
became positive on the seventh day which had been negative 
at the fifth day. It was accordingly concluded that the 
optimum day of reading the Heaf test was the seventh day. 


DISCUSSION 


Before the introduction of any new procedure into a Public 
Health service, it is essential to establish as far as is reasonably 
possible that it is both reliable and safe. Within the limits 
of the small numbers involved in this trial, and bearing in 
mind that the Heaf test has successfully passed investigation 
in other communities, it is felt that the Heaf test can now be 
accepted as both effective and safe in the Cape Coloured 
group. In fact, our experience confirms the findings of 
Rathus® that the Heaf reaction produces less subjective 
symptoms than the intradermal test on the other arm. It 
might be objected that results have been compared of tests 
carried out on different sides of the body, but Gillis and 
Stradling* showed that the Heaf reaction is equal on both 
forearms and it seems reasonable, therefore, to infer that a 
Heaf reading on one forearm can be compared with an intra- 
dermal reading on the other. 

The ease of reading the Heaf test has been commented 
upon. There are obvious advantages of being able to train 
lay persons to read the test and it is noteworthy that Carstairs’ 
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introduced self-reading cards in his series and was satisfied 
with the results. 

There is apparently no general agreement on the relative 
sensitivity of the Heaf test. Stewart and Carpenter*® and 
Irvine* concluded that it was approximately equal to 10 
TU of PPD. Briggs and Smith” regarded it as slightly more 
sensitive than 10 TU. Heaf! and Low" compared the test 
with 100 TU. The present small series would appear to 
indicate that it is comparable with 250 TU. 

No hyper-keratinization cones were encountered during 
the course of this trial, nor has this complication been 
observed in considerable subsequent work with Cape 
Coloured patients. The induration at the site of the test 
disappeared fairly rapidly after the seventh day but it was 
noted that pigmentation of the site of puncture persisted 
in some cases for many months. 


SUMMARY 


1. A comparison is presented of the observations made on 
156 Cape Coloured school children between the ages of 
10 and 15 years who were subjected simultaneously to an 
intradermal tuberculin test using PPD and to the Heaf test 
using Heaf’s Multiple Puncture apparatus. 

2. The Heaf test gave results as reliable as those achieved 
by the intradermal test using 250 TU of PPD. 

3. It was found that reading the Heaf test on the seventh 
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day was quite reliable and probably preferable to earlier 
reading. 

4. The Heaf test is easily performed, rapid, painless, and 
very suitable for mass testing of children. It is cheaper for 
mass work than the intradermal test using PPD. 

5. No abnormal reactions other than persistent pigmented 
spots and occasional capillary bleeding were encountered 
and positive reactions resulted in little inconvenience to the 
patient. 


6. There appeared to be no contra-indications to the use 
of this test in the Cape Coloured community. 


Our thanks are due to the Principal of the Bishop Lavis Primary 
School for permission to carry out this trial and to the Health 
Committee of the Divisional Council of the Cape for permission 
to publish the results. Our special thanks are due to the Council’s 
Medical Officer of Health, Dr. J. P. de Villiers, whose encourage- 
ment and support of any measure likely to assist in the combating 
of tuberculosis in the Council’s area has been a source of inspira- 
tion to us. 
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THE PROSOPIS TREE AS A CAUSE OF SEASONAL HAY FEVER AND ASTHMA 
IN SOUTH WEST AFRICA AND SOUTH AFRICA 


Davip OrpMaNn, B.A., M.B., CH.B. (CAPE Town), D.P.H. (RAND) 
The South African Institute for Medical Research, Johannesburg 


During the last 15 years our attention has periodically been 
drawn to the occurrence in South West Africa, and occasion- 
ally also in South Africa, of cases of seasonal hay fever and 
bronchial asthma in the spring and early summer (October— 
December). Reports of such cases have led us to enquire into 
the condition. 

South West Africa is some 700 miles from our laboratories 
in Johannesburg and, at this distance, the full scientific 
investigation could not readily be carried out as desired. 
Considerable correspondence was entered into about these 
patients with the various physicians in the Territory, some 
of whom had suspected Prosopis-tree pollen as the cause. 
In this way and with their aid a coherent and co-ordinated 
picture of prosopis pollinosis has emerged. 

It is difficult to estimate even approximately the number of 
persons affected by prosopis pollen in Southern Africa. The 
understanding of this condition as an entity has developed 
gradually and there is little doubt that even now such cases 
escape recognition because the existence of this form of 
pollinosis is not generally known. It has however been 
described in Texas by Bieberdorf and Swinny." 

Flowers of the Prosopis tree hae, at various times during 
the pollinating season, been sent at our request with the 
object of maintaining stocks of the pollen. Extracts of this 
pollen have been prepared in our laboratories and distributed 
as required to physicians in South West Africa and in parts 
of South Africa for skin-testing purposes and for subsequent 
desensitization if prosopis pollen sensitivity was confirmed. 


The Prosopis tree belongs to the Leguminosae of the sub- 
family Mimosoideae, among which are the Acacia, Mimosa 
and Prosopis. The Prosopis in desert regions can occur as 
thorny shrubs a few feet high, but under favourable con- 
ditions may develop into trees more than 50 feet high and 3 feet 
in diameter. The leaves, bipinnately compound, each bearing 
8—24 pairs of smooth }-inch-long leaflets, are deciduous in 
the winter. The fragrant yellowish-white flowers, borne on 
cylindrical catkin-like spikes 2—4 inches long, are laden with 
pollen which is insect-borne but also carried by the wind. 
The pods, 4—9 inches long and 4 inch wide when mature, 
are yellow, often tinged with red, and contain 6—20 small, 
hard, pale brown }-inch-long seeds embedded in the pulp. 
The vipened pods with a nutritious pulp between and around 
the seeds have a high food value for cattle, sheep, horses and 
pigs and provide an important fodder stand-by in times of 
drought. The tree develops remarkably long tap-roots which 
enable it to derive moisture from depths up to 50 feet and so 
to become independent of the surface water supplies. 

The genus Prosopis contains some 20 species—the com- 
moner being P. juliflora, P. pubescens, P. glandulosa— 
distributed in North and South America, South West Asia 
and parts of Africa. It occurs mainly in low-rainfall areas 
with calcareous soil. P. juliflora is indigenous to the North 
and South West of America from Kansas to California and 
southwards into Mexico, where it is found in the hotter, 
drier parts of the country. In Texas the Prosopis flowers 
after each rainfall, mainly from April to June in the dry 
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season, and is regarded as a noxious plant interfering with 
ranching. Prosopis pollinosis is there becoming more com- 
mon with the disappearance of the grasslands. This species 
is also found in Jamaica and in Hawaii, the drier parts of 
India, the Philippine Islands and Australia. Some species 
occur in tropical Africa and the south-western parts of 
tropical Asia as well as in the Argentine and Uruguay. 

P. pubescens, & tall shrub or small tree not exceeding 20 
feet high, is also known as the ‘screw-bean’ or the ‘screw- 
pod Mesquite’ because the pods are twisted with 12—20 
turns into a spiral 1—3 inches long. 


PROSOPIS TREE AND PROSOPIS POLLINOSIS IN SOUTH WEST AFRICA 


Prosopis trees, known there as Mexican Mesquite or Suidwes 
Doringboom, grow prolifically nearly all over South West 
Africa, where they have been cultivated for more than half a 
century. Several species were brought from Texas, Mexico, 
Argentine and Chile. The trees have become acclimatized 
and self-spreading and now occur in the wild state. Scattered 
trees found in the veld have been disseminated there by 
stock as the seeds are not crushed in the digestive tract. 
The trees are found abundantly in Windhoek, Omaruru, 
Gobabis, Okahandja and Rehoboth. There are hardly any 
Prosopis trees in the wetter north-eastern parts of the 
territory including Swakopmund, Tsumeb, Grootfontein and 
Otavi. The trees develop into tall hardy growths or may 
appear in shrub form under unfavourable conditions. 
Although most of the trees are recognized as P. juliflora, it 
is believed by some that they are so much hybridized that 
the species name can no longer correctly apply. 

The incidence of hay fever in Windhoek due to the pollen 
of the Prosopis is said to be high; so much so, indeed, that 
appeals have periodically been made to the authorities for 
the removal of the trees. In some seasons the condition is 
worse than in others and often worse than the summer 
hay fever caused by grass pollens. In Omaruru hay fever and 
asthma are rife and ascribed to prosopis pollen because of 
the seasonal incidence of the condition. Skin tests carried 
out on patients in Gobabis have confirmed prosopis pollen 
sensitivity. The Prosopis has also been suspected of causing 
hay fever and asthma in Okahandja and the trees are similarly 
regarded as important causes of hay fever in Usakos and in 
Rehoboth. 

The following case is typical of prosopis pollinosis in 
South West Africa: 


Housewife in Gobabis, 33 years old, has suffered from vaso- 
motor rhinitis and bronchial asthma in September and October 
only. There are large numbers of Prosopis trees on the paticnt’s 
farm. Skin tests showed +++ + reaction to prosopis pollen 
and +++ reaction to Acacia pollen extract. Desensitization 
with prosopis pollen extract was commenced in August 1955 and 
in the ensuing season the patient had only one or two mild attacks. 
She subsequently received a further series of desensitization 
injections with almost complete freedom from symptoms in the 
season following. 


PROSOPIS TREES IN THE UNION OF SOUTH AFRICA 


In the Union of South Africa Prosopis is found mostly in 
the western and drier areas of the country as street trees in 
towns and ornamental shade trees in parks and gardens. 
They are also planted for shade around homesteads in rural 
areas and on some farms they occur in plantations for use as 
fodder. The trees are mainly P. juliflora with occasional 
P. pubescens. Seeds were imported by the forestry depart- 
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ment from the beginning of the century. At present the 
cultivation of Prosopis is not encouraged lest it become a 
troublesome weed as in parts of the United States of America. 
The trees are found principally in the northern and western 
parts of the Cape Province (Namaqualand, Upington, 
Mafeking, Kuruman and Carnarvon), as well as in Kimberley 
and De Aar and a few also in Graaff-Reinet, Steytlerville, 
Middelburg and the Robertson district; and in parts of the 
Orange Free State (Bloemfontein, Brandfort and Welkom). 
Some Prosopis is also found in the Transvaal at Potchef- 
stroom and in the Machavie and Lichtenberg districts. 

A housewife in Kuruman in the Cape Province suffered from 
seasonal hay fever not improved by 3 courses of desensitizing 
injections of grass and acacia pollens, dog and horse hair, feathers, 
house dust and orris root. The patient herself thought her symp- 
toms were due to the doringboom. Skin tests showed a +++ 
reaction to prosopis pollen extract and a ++ reaction to acacia 
pollen extract. 

A case of prosopis pollinosis was also reported from the 
adjoining Bechuanaland Protectorate in Tsabong, where 
Prosopis was originally planted in 1939. 

The Prosopis is in full pollination in October and Novem- 
ber, but in some years the flowering season extends from 
September to December. Grass pollinates in South Africa 
and in South West Africa during the summer from October 
to March with a peak period in December and January. 
If the symptoms of seasonal hay fever or asthma commence 
in September and October and extend through to the end 
of March, then it is mest likely that grass pollinosis is the 
explanation of the symtoms during that period. If, however, 
the symptoms in the patient do not extend beyond December 
in areas of growth of the Prosopis tree, then the suspicion 
of prosopis pollinosis is justified. Nevertheless, it could very 
well be that in early summer a natient suffers simultaneously 
from prosopis and grass pollinosis. It is therefore advisable 
in Prosopis-tree regions for physicians to test their spring- 
summer respiratory allergy patients as a routine measure 
with both prosopis and grass pollen extracts. 

Skin testing with prosopis pollen extract invariably gives 
a definitely positive reaction in the clinically sensitive person. 
The botanical relationship of the Prosopis tree to the Acacia 
tree suggests that there may be a similarity in the allergenicity 
of the pollen. In the Union of South Africa, where Acacia 
grow in abundance, patients are tested with acacia pollen by 
routine and many give a positive skin reaction thereto. These 
reactions are probably of little clinical significance since 
there is very little evidence, despite popular opinion to the 
contrary, that acacia pollen is specifically responsible for 
symptoms of respiratory allergy. In a few cases where 
suspected prosopis pollen sensitivity occurred in South 
West Africa, the physicians were invited to carry out skin 
tests on their patients with acacia pollen as well as with 
prosopis pollen extracts. Positive reactions were frequently 
obtained with both extracts, but reactions were generally 
more pronounced with prosopis pollen extract. In some 
of the cases positive reactions were given by prosopis 
pollen only. Investigations are under consideration to 
determine the nature of common allergens, if any, between 
the two pollens. 

Bieberdorf and Swinny’ in San Antonio, Texas, carried 
out routine skin tests in that region where the Prosopis 
trees are abundant and found that 55% of the patients 
suffering from respiratory allergy gave positive reactions to 
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the pollen. Most of these, however, were ‘false positives’ for 
in only 37 out of 385 cases was there a corresponding clinical 
sensitivity. 

Desensitization with prosopis pollen extracts have given 
gratifying results. In cases of true seasonal prosopis hay fever 
or asthma pre-seasonal desensitization should commence in 
May or June, that is a few months before the flowering 
period of the tree, and should be carried out with gradually 
increasing doses of the extract. After the end of the season 
it is advisable that ‘maintenance doses’ of the extract should 
be administered to the patient at longer intervals until he is 
receiving a ‘maintenance dose’ every 4-6 weeks, which will 
serve to maintain the state of hyposensitization acquired and 
thus the necessity for recommencing desensitization each 
May or June will be obviated. 


SUMMARY 


The Prosopis tree and its occurrence in South West Africa 
and in South Africa are described. 


3 January 1959 


An account is given of seasonal hay fever and bronchial 
asthma due to the inhalation of the pollen of the Prosopis 
tree (Mexican Mesquite, Suidwes Doringboom) in Southern 
Africa, mainly South West Africa, which flowers in September 
to December but shows a peak in October and November. 


Indebtedness is expressed to the many physicians in South 
West Africa who kindly supplied clinical and other details of 
their patients and provided information about the cccurrence 
of the Prosopis tree in their area. It is by their courtesy also in 
responding to our requests for poilinating flowers of these trees, 
that pollen extracts are now available for general use. 

Acknowledgement is also made for information about the 
botanical and agricultural aspects of the Prosopis tree to the 
Directors of the Department of Forestry, Pretoria; the National 
Herbarium of the Department of Botany, Pretoria; the Groot- 
fontein College of Agriculture Experimental Station, Middelburg, 
Cape Province; the Director of Agriculture in South West Africa; 
and an article by C. C. Robertson.’ 
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DIE STIGTING VAN ’N NAGRAADSE MEDIESE SKOOL TE BLOEMFONTEIN* 
*N MEMORANDUM EN KOMMENTAAR 


1. Die Memorandum 


Die Sentrale Afdeling van die O.V.S. en B-tak van die Mediese 
Vereniging het op *n vergadering gehou op 20 November 1957 
besluit om die kwessie van nagraadse studie in Bloemfontein te 
ondersoek en te bevorder. Vir hierdie doel het die vergadering 
*‘n beplanningskomitee benoem wat bestaan uit drs. R. Theron, 
voorsitter, R. S. Verster, J. D. Meyer, J. P. Theron, W. Grundill 
en J. W. van der Riet, sekretaris. Dr. P. Connan is gekodépteer. 

Die opdrag aan die komitee was om opknappingskursusse in 
Bloemfontein te reél en om al die aspekte van ’n moontlike per- 
manente nagraadse skool alhier te ondersoek. Die eerste deel 
van die opdrag is uitgevoer en 3 sulke korttermynkursusse is ge- 
organiseer. 

Die komitee het die doelstrewe vir die nagraadse skool soos 
volg gestel: Om in samewerking met die reeds bestaande mediese 
skole, ’n nagraadse mediese skool in Bloemfontein by die Nasionale 
Hospitaal op te rig en om onder die toesig van die Universiteit 
van die Vrystaat uitsluitlik nagraadse studie te bevorder. 


1. Dit BeEHOEFTE EN NOODSAAKLIKHEID VAN DIE INSTELLING 


Die behoefte aan nagraadse mediese studie word dwarsdeur die 
hele wéreld gevoel. Aanstaande jaar sal die Wéreld Mediese 
Vereniging op ‘n kongres, wat in Amerika gehou sal word, ’n 
groot deel van sy aandag aan die bespreking en beplanning van 
nagraadse studie wy.t In Suid-Afrika word die saak ook deur die 
Mediese Vereniging ondersoek en die Federale Raad het reeds 
rapporte oor die aangeleentheid behandel. 

Omdat die mediese wetenskap so wyd en tog intensief uitgebrei 
het, het spesialisering 'n vereiste geword. Ongelukkig word die 
gaping in akademiese kennis tussen die spesialis en die algemene 
praktisyn al groter. Die algemene praktisyn vind min geleentheid 
in sy praktyk om die leemte aan te vul, en hom op hoogte van 
sake te hou. In Suid-Afrika is daar nagenoeg 8,000 dokters 
geregistreerd waarvan daar ongeveer 6,000 algemene praktisyns 
is. Onder laasgenoemde groep word die bzhoefte van nagraadse 
studie en die opheffing van die standaard van praktyk gevoel, en 
word die stigting van ‘n algemene praktisynskollege oorweeg. 

Die spesialiste het alreeds ‘n kollege gestig omdat daar volgens 
hulle mening ‘n leemte in nagraadse mediese opleiding is wat op 
die oomblik nie deur die universiteite voldoende gevul word nie, 
omdat daar nie voldoende kliniese fasiliteite bestaan nie. 

In teenstelling met die aanbeveling van die Brebner-kommissie 

* *n Memorandum wat deur die beplanningskomitee aan die Senaat en Raad 


van die Universiteit van die O.V.S. voorgelé en deur hulle in beginsel aan- 
vaar is 


+t Kyk na berig op bladsy 17 van hierdie Uitgawe 


is dit deur die Athlone-kommissie in Engeland, wat nagraadse 
studie ondersoek het, bevind dat nagraadse mediese studie geskei 
moet wees van die voorgraadse studie. Op hierdie kommissie en 
die Greenwood-kommissie se bevindings is besluit om die wéreld- 
bekende Hammersmith Post Graduate Medical School te stig. 
In ’n brief aan die sekretaris van die beplanningskomitee skryf 
dr. Charles Newman, die huidige dekaan van die Hammersmith 
Post Graduate School, wat nou reeds 25 jaar bestaan, en stel die 
beginsel van skeiding tussen nagraadse en voorgraadse studie as 
eerste punt in die beplanning van nagraadse studie. 


2. GESKIKTHEID EN AANSPRAAK VAN BLOEMFONTEIN 


(a) Ligging. Mediese opleiding vind op die oomblik in Suid- 
Afrika plaas in Kaapstad, Stellenbosch, Johannesburg, Pretoria 
en Durban. Vir enige praktisyn in die gebied wat sentraal van 
hierdie buitering lé, is dit ’n groot opoffering en uittog om na 
enige van dié sentra te gaan. As die beginsel van ‘n aparte na- 
graadse mediese skool nog bowendien aanvaar word, is Bloem- 
fontein, die sentrale stad, met die Universiteit van die Vrystaat 
hier, die aangewese plek vir die ontwikkeling van ‘n nagraadse 
mediese opleidingsentrum. Bloemfontein met sy lug-, pad- en 
treinverbindinge kan dien as sentrale administratiewe setel vir die 
Kollege van Interniste, Chirurge en Ginekoloé van Suid-Afrika 
en ook die voorgestelde Algemene praktisynskollege. 

(b) Die kliniese fasiliteite wat Bloemfontein nou bied en wat die 
provinsie reeds vir die toekoms goedgekeur het is as volg: Die 
aantal beskikbare beddens, in alle departemente, in die Nasionale 
Hospitaal, is op die oomblik ongeveer 700. Na verwagting sal 
dit binnekort ongeveer 1,100 wees (vir Blanke en Nie-blanke 
Die buitepasiénte-afdeling funksioneer as spesialistiese 
afdeling. 

Bloemfontein beskik ook oor die dienste van die Oranje Hospitaal 
vir geestesversteurde pasiénte en die munisipaliteit beheer die 
Tempe-Afsonderingshospitaal met 216 bedde, Blank en naturel. 

(c) In Bloemfontein is daar 44 spesialiste in privaatpraktyk 
waarvan 28 die deeltydse poste aan die Nasionale Hospitaal op 
die oomblik vul. Die grootste meerderheid van hierdie geregis- 
treerde spesialiste het ondervinding as lektore aan die mediese 
skole waar hulle hul spesialistiese opleiding ontvang het. 

(d) Op die oomblik bestaan hier 14 registrateursposte en 16 
huisdoktersposte in die Nasionale Hospitaal. 

(e) Die Suid-Afrikaanse Instituut vir Mediese Navorsing het 
*n groot tak wat in die gronde van die Nasionale Hospitaal gevestig 
is. Op die oomblik word alleen bakteriologiese en biochemiese 
ondersoeke uitgevoer, maar daar bestaan 2 goedgekeurde poste 
vir patoloé. Die provinsie het reeds dit in beginsel aanvaar om 
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nuwe geriewe vir post mortem-ondersoeke te skep en in dieselfde 
nuwe gebou yskasgeriewe te skep en die nodige bewaringsapparaat 
te verskaf vir die anatomiese disseksie van lyke. 

(f) Aangrensend aan die gronde van die Nasionale Hospitaal 
het die Bloemfonteinse munisipaliteit grond afgesonder vir die 
oprigting van ’n mediese skool. 


3. FUNKSIES 


Die doeltreffendste wyse waarop die nagraadse mediese skool sal 
kan funksioneer, sal wees onder die leiding en administrasie van 
‘n mediese fakulteit aan die Universiteit van die Vrystaat. Die 
fakulteit moet in die volgende voorsien: 
(a) Spesialisasie 

Die eerste stap in die vervulling van die doelstelling van die 
nagraadse mediese skool sal wees om die beskikbare kliniese 
materiaal en fasiliteite by die Nasionale Hospitaal saam te vat en 
te organiseer tesame met die skepping van die nodige departemente 
vir die dosering van die basiese vakke fisiologie, anatomie en 
patologie. Hierdie kernorganisasie moet ten volle toegerus wees 
vir die voorbereiding en kwalifisering van spesialiste aan wie ’n 
registreerbare graad toegeken sal word. Volle besonderhede 
insake opleiding vir graadkursusse en nie-graadkursusse word 
uitgewerk. 
(b) Opknappingskursusse 

Met hierdie kernorganisasie as basis moet daar voorsiening 


gemaak word om kursusse van verskillende duurte en aard vir 
algemene praktisyns aan te bied. 
(c) Navorsing 

Die fakulteit moet goeie voorsiening vir navorsing maak. 
Kliniese navorsing moet in samewerking met die departemente 
van die basiese vakke soos bv. fisiologie gedoen word. Die fakulteit 
moet ook onderneem om voorsiening te maak vir *n fonds wat 
dit sal moontlik maak dat hierdie sentrale inrigting die beskikbare 
mediese dosente van die land van tyd tot tyd kan uitnooi, om hier 
te kom werk, en sodoende die volste gebruik van die land se 
mediese talent tot voordeel van die hele land se mediese dienste 
en die opheffing van die standaard van die praktyk te kan maak. 
Hierdie diens kan uitgebrei word tot medici van buite die Unie 
se grense. Die nodige reélings vir so ’n uitruiling sal tussen die 
betrokke outoriteite moet getref word. 


4. GEBOUE EN HUISVESTING 
Bestaande fasiliteite, en reeds beplande geboue by die Nasionale 
Hospitaal, moet sover moontlik gebruik word. In die begin 
moet *n ooreenkoms met die O.V.S.-Provinsie getref word om van 
die fasiliteite van die nuwe verpleegsterskollege gebruik te maak. 
Omdat fisiologie moontlik as graadkursus ingestel kan word, 
moet die departement op die Universiteitsperseel opgerig word. 
Selfs in hierdie geval moet daar ook probeer word, om in die 
begin altans, van tydelike huisvesting in reeds bestaande geboue 
gebruik te maak. 
5. BEGROTING 


(a) Kapitale uitgawes en oprigtingskoste 

Indien die nodige ooreenkomste soos hierbo aanbeveel vir die 
gebou en huisvesting getref kan word is die kapitale uitgawes ’n 
minimum. 
(6) Lopende Uitgawes 

(i) Salarisse 

_Die salarisse sal deur ooreenkoms tussen die Universiteit en 
die Provinsie op *n persentasiebasis, volgens die werk verrig, moet 
vasgestel word. 

(ti) Instandhouding sal deur die betrokke owerheid geskied. 


(c) Inkomste 


Indien hierdie inrigting geregverdig word, soos ons wel meen 
die geval sal wees, moet die Unieregering die nodige bydrae vir 
die totstandkoming en onderhoud van die fakulteit maak, en 
die Provinsiale Raad moet *n bydrae ooreenkomstig die werk 
wat deur die personeel in die hospitaal verrig word, maak. 

Navorsing moet deur W.N.N.R.-beurse bevorder word. 

Bydraes deur betrokke liggame, soos byvoorbeeld die groot 
Etiese fabrikantondernemings. 

Trustfondse kan deur donateurs geskep word. 

Studentegelde sal volgens die aard van die kursus ingevorder 
word. 
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2. Comment on the Memorandum 


Mr. T. B. McMurray, M.Ch. Orth. (L’pool), F.R.C.S. 
(Edin.), Hon. Registrar, College of Physicians, Surgeons 
and Gynaecologists of South Africa, writes as follows: 

Postgraduate education in medical science went a step forward 
with the formation of the College of Physicians and Surgeons 
of South Africa. In the past 2 years a number of examinations 
have been run in Medicine, Surgery, Gynaecology and Obstetrics 
which have brought to light deficiencies or difficulties in post- 
graduate teaching. It has been shown that the students who wanted 
to undertake these examinations have had difficulty in securing 
tuition in the basic sciences and, to this end, in consultation with 
the Universities, some provision has been made as follows: (1) The 
University of Cape Town runs a full time course for a period 
of 6 months in Anatomy, Physiclogy and Pathology and (2) the 
College itself sponsors a course in the basic sciences run by part- 
time practitioners in Johannesburg. 

Obviously these two solutions are not the complete answer to 
the problem, and the College will welcome the University of the 
Orange Free State if the latter sees its way fit to provide courses 
in these subjects. However, there are still some difficulties with 
regard to the type of instruction for the postgraduate. A large 
percentag* of these men have already left the confines of a teaching 
hospital and are earning their living in practice. They have asked 
for courses that would not interfere with their earning capacity 
and yet would enable them to sit for the examinations. Much 
of the knowledge of the basic sciences can be obtained from 
books and periodicals, but in addition the majority of post- 
graduate students require some tuition and guidance to help 
them, and it is for this reason that courses in the basic sciences 
are necessary. 


Clinical Study 


Compared with the statistics of the existing teaching hospitals 
in the Union, the statistics of the National Hospital in Bloemfontein 
may seem meagre, but that fact in itself should in no way debar 
the hospital from becoming a first-class teaching unit. The success 
of the unit would depend entirely upon the men who would carry 
out the teaching—whether they would be sufficiently eminent, 
well-known and able to attract students from other parts of the 
Union. When the population of Bloemfontein increases, no doubt 
there would be sufficient clinical material to run such a course. 
The difficulty at present is that the available material does not 
equal that of the larger centres of the Union. 

The College of Physicians, Surgeons and Gynaecologists has 
made no real attempt to institute teaching in the clinical field. 
It has accepted for its examinations candidates who have undergone 
postgraduate courses in the existing Universities and has main- 
tained its present standard, which has been recognized inter- 
nationally, as the standard of the profession here. While the 
College has amongst its members University professors and 
lecturers, it also has a very wide membership covering the whole 
field of medical study, and the examiners have been chosen mainly 
for their eminence and breadth of practice. For this reason, a 
postgraduate who is successful in securing the Diploma of the 
College has in fact been examined not merely within the confines 
of a University, but by the whole profession. Because of this fact 
the College has been recognized internationally; the examination 
papers and questions are compared with those from overseas and 
will retain a steady standard and continue to merit this recognition. 


Headquarters of the College 


It is obvious that in time to come the city of Bloemfontein will 
increase in size. The proximity of the Free State goldfields, will 
probably lead to a great influx of population and it may well be 
that the headquarters of the College of Physicians, Surgeons and 
Gynaecologists of South Africa will settle in Bloemfontein. At 
the present time, however, the College has no funds to expend 
upon headquarters—it merely has a small office from which ciculars 
are issued and arrangements made. The consideration of the site 
of the headquarters will depend upon many factors. It will have 
to include a library, museums etc., but the site is at present 
speculative. 

The Founders of the College come from all branches of the 
profession and they have subscribed money to form this College 
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and to administer it in the spirit of an honorary enterprise. I 


find it hard that the honorary administration of the College is 


criticised as unsatisfactory, for we have always considered that 
there are some things that cannot be bought for money. 


3 January 1959 


The College of Physicians, Surgeons and Gynaecologists of 


South Africa sends its best wishes to the practitioners of Bloem- 
fontein in their effort to start a postgraduate medical school and 
promises them cooperation in every sense. 


FIRST SCIENTIFIC CONGRESS OF THE ASSOCIATION OF PHYSICIANS OF SOUTH AFRICA 
(M.A.S.A.), CAPE TOWN, 8-10 JANUARY 1959 


EERSTE WETENSKAPLIKE KONGRES VAN DIE VERENIGING VAN INTERNISTE VAN 
SUID-AFRIKA (M.V.S.A.), KAAPSTAD, 8-10 JANUARIE 1959 


PROGRAMME 


Thursday 8 January, Physiology Lecture Theatre, Medical School, 
Observatory, Cape. 

Morning Session. Chairman: Dr. H. O. Hofmeyr (Cape Town). 

8.30 a.m. Registration at Physiology Lecture Theatre, Medical 
School, Observatory, Cape. 

9-9.15 a.m. His Worship the Mayor of Cape Town. 

9.15-9.30 a.m. Opening Ceremony by Prof. J. P. Duminy, 
Principal of the University of Cape Town 

9.30-10 a.m. The influence of long term anticoagulant therapy 
on the prognosis of coronary thrombosis: Dr. M. M. Suzman 
(Johannesburg) 

10-10.30 a.m. Studies on blood coagulation in coronary throm- 
bosis: Dr. C. Merskey (Cape Town) 

10.30-11 a.m. Heart disease in pregnancy: Dr. T. J. Dry (Cape 
Town) 

11-11.30 a.m. Tea interval 

11.30 a.m.-12 noon. The use of amyl nitrite in the diagnosis of 
systolic murmurs: Dr. L. Vogelpoel (Cape Town) 

12 noon-12.30 p.m. The prognosis of the W.P.W. syndrome: 
Dr. R. Slome (Cape Town) 

12.30-1 p.m. A_ review of health in a European community 
through 8 years of organized medical service: Dr. J. W. Craig 
Cochrane (Vanderbijl Park) 

1-2 p.m. Lunch interval 

Afternoon Session. Chairman: Prof. H. W. Snyman (Pretoria) 

2-2.30 p.m. Spontaneous subarachnoid haemorrhages: Prof. 
A. J. Brink (Stellenbosch) 

2.30-3 p.m. Horton’s headache: Dr. M. Horwitz (Cape Town) 

3-3.30 p.m. Die gebruik van Pempidine by gevalle van hiper- 
tensie: Dr. P. W. A. Botha (Stellenbosch) 

3.30-4 p.m. Tea interval 

4-4.45 p.m. Thyroid insufficiency and hypertension: Dr. P. 
Menof (Johannesburg) 

5.30-7 p.m. Cocktail party given by Prof. J. P. Duminy at his 
residence 
Friday 9 January, Physiology Lecture Theatre, Medical School, 

Observatory, Cape 

Morning Session. Chairman: Prof. A. J. Brink (Stellenbosch) 

9-9.45 a.m. ‘Tension states’: Prof. J. F. Brock and Dr. H. 
Walton (Cape Town) 

9.45-10.15 a.m. Treatment of ulcerative colitis: Dr. L. Mirvish 
(Cape Town) 

10.15-10.45 a.m. Treatment of the nephrotic syndrome by 
steroids: Prof. L. Eales (Cape Town) 

10.45-11.15 a.m. Tea interval 

11.15-11.45 a.m. Some aspects of calcium metabolism: Dr. 
W. P. U. Jackson (Cape Town) 

11.45 a.m.-12.30 p.m. Porphyria: Prof. L. Eales and Dr. G. 
Dean (Cape Town and Port Elizabeth) 

1-2 p.m. Mayoral luncheon in Banqueting Hall, City Hall, 
Cape Town. 

Afternoon Session. Chairman: Dr. J. A. Macfadyen (Durban) 

2.30-3 p.m. Some aspects of lung function: Dr. B. Kaplan 
(Cape Town) 

3-3.15 p.m. Anaesthesia in emphysematous subjects: Dr. 
H. Jacob (Cape Town) 

3.15-3.35 p.m. Naaldbiopsie van die pleura: Dr. H. P. Wasser- 
mann (Stellenbosch) 

3-35-3.55 p.m. Bloedvaat-etiologie van diabetiese neuropatie: 
Dr. C. L. Wicht (Stellenbosch) 

3-55-4.15 p.m. Tea interval 

4.15-4.45 p.m. Radioactive iodine in thyroid disease: Dr. 
R. Hoffenberg (Cape Town) 

7 for 7.30 p.m. Dinner at Civil Service Club 


PROGRAM 


Donderdag 8 Januarie, Fisiologie-lesingsaal, Mediese Skool, 
Observatory, Kaap 

Oggendsitting. Voorsitter: Dr. H. O. Hofmeyr (Kaapstad) 

8.30 vm. Inskrywings by die Fisiologie-lesingsaal, Mediese 
Skool, Observatory, Kaap 

9-9.15 vm. Die Agbare Burgemeester van Kaapstad 

9.15-9.30 vm. Openingsplegtigheid deur prof. J. P. Duminy, 
Prinsipaal van die Universiteit van Kaapstad 

9.30-10 vm. ,The influence of long term anticoagulant therapy 
on the prognosis of coronary thrombosis’: Dr. M. M. Suzman 
(Johannesburg) 

10-10.30 vm. ,Studies on blood coagulation in coronary throm- 
bosis’: Dr. C. Merskey (Kaapstad) 

10.30-11 vm. ,Heart disease in pregnancy’: Dr. T. J. Dry 
(Kaapstad) 

11-11.30 vm. Pouse vir tee 

11.30 vm.-12 middag. ,The use of amyl nitrite in the diagnosis 
of systolic murmurs’: Dr. L. Vogelpoel (Kaapstad) 

12 middag-12.30 nm. ,The prognosis of the W.P.W. syndrome’: 
Dr. R. Slome (Kaapstad) 

12.30-1 nm. ,A review of health in a European community 
through 8 years of organized medical service’: Dr. J. W. Craig 
Cochrane (Vanderbijlpark) 

1-2 nm. Middagete 

Middagsit. ng. Voorsitter: Prof. H. W. Snyman (Pretoria) 

2-2.30 nm. ,Spontaneous subarachnoid haemorrhages’: Prof. 
A. J. Brink (Stellenbosch) 

2.30-3 nm. ,Horton’s headache’: Dr. M. Horwitz (Kaapstad) 

3-3.30 nm. Die gebruik van Pempidine by gevalle van hiper- 
tensie: Dr. P. W. Botha (Stellenbosch) 

3.30-4 nm. Pouse vir tee 

4-4.45 nm.  ,Thyroid insufficiency and hypertension’: Dr. 
P. Menof (Johannesburg) 

5.30-7 nm. Skemer-partytjie aan huis van prof. J. P. Duminy 
Vryday 9 Januarie, Fisiologie-lesingsaal, Mediese Skool, Obser- 

vatory, Kaap 

Oggendsitting. Voorsitter: Prof. A. J. Brink (Stellenbosch) 

9-9.45 vm. ,Tension states’: Prof. J. F. Brock en dr. H. Walton 
(Kaapstad) 

9.45-10.15 vm. ,Treatment of ulcerative colitis’: Dr. L. Mirvish 
(Kaapstad) 

10-15-10.45 vm. ,Treatment of the nephrotic syndrome by 
steroids’: Prof. L. Eales (Kaapstad) 

10.45-11.15 vm. Pouse vir tee 

11.15-11.45 vm. Some aspects of calcium metabolism’: Dr. 
W. P. U. Jackson (Kaapstad) 

11.45 vm.-12.30 nm. ,Porphyria’: Prof. L. Eales en dr. G. Dean 
(Kaapstad en Port Elizabeth) 

1-2 nm.  Burgelike noenmaal in die Banketsaal, Stadsaal, 
Kaapstad 

Middagsitting. Voorsitter: Dr. J. A. Macfadyen (Durban) 

2.30-3 nm. Some aspects of lung function’: Dr. B. Kaplan 
(Kaapstad) 

3-3.15 nm.  ,Anaesthesia in emphysematous subjects’: Dr. 
H. Jacob (Kaapstad) 

3.15-3.35 nm. Naaldbiopsie van die pleura: Dr. H. P. Wasser- 
mann (Stellenbosch) 

3-35-3.55 nm. Bloedvaat-etiologie van diabetiese neuropatie: 
Dr. C. L. Wicht (Stellenbosch) 

3.55-4.15 nm. Pouse vir tee 

4.15-4.45 nm. Radioactive iodine in thyroid disease’: Dr. 
Hoffenberg (Kaapstad) 

7 vir 7.30 nm. Dinee by die Klub Civil Service 
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Saturday 10 January, Falconer Theatre, Groote Schuur Hospital, Saterdag 10 Januarie, Falconer-saal, Groote Schuur-Hospitaal, 


Observatory, Cape Observatory, Kaap 

Chairman: Prof. J. F. Brock (Cape Town) Voorsitter: Prof. J. F. Brock (Kaapstad) 

9-10 a.m. Cardiac surgery using the bubble oxygenator: Dr. 9-10 vm. ,Cardiac surgery using the bubble oxygenator’: 
C. Barnard (Cape Town) Dr. C. Barnard (Kaapstad) 

10-11 a.m. Clinical session 10-11 vm. Kliniese sessie 

11-11.30 a.m. Tea interval 11-11.30 vm. Pouse vir tee s 

11.30 a.m.-12.30 p.m. The artificial kidney: Prof. A. J. Brink 11.30 vm.-12.30 nm. ,The artificial kidney’: Prof. A. J. Brink 
and Prof. L. Eales (Cape Town) en prof. L. Eales (Kaapstad) 


SOUTH AFRICAN MEDICAL AND DENTAL COUNCIL 


The following candidates for election to the South African Medical and Dental Council have been successful and will serve on the 
Council for the quinquennial period | January 1959 to 31 December 1963: 


Black, J.—Johannesburg Bremer, J. K.—Pretoria de Villiers, B.—Bloemfontein Sichel, A. W. S.—Cape Town 
Grant-Whyte, H.—Durban Vercueil, L. O.—Florida 
Cluver, E. H.—Johannesburg Radford, A.—Durban Impey, R. L.—Cape Town. Wagner, P. F. H.— East London 


THE WORLD MEDICAL ASSOCIATION 
INTERNATIONAL CONFERERENCE OF MEDICAL EDUCATION 


Medical educators from more than 62 countries will meet at tioners as they seek efficient application of medical methods for 
the Palmer House, Chicago, Illinois, on 30 August-4 September assisting every doctor to increase his knowledge of medicine 
1959 to exchange information and consider the problems of concomitantly with the rapid advances in medical science. 
graduate, postgraduate and continuing education for the doctors In addition to the didactic programme, the American Medical 
of the world. Association and the Association of American Medical Colleges, 
‘Medicine—A Lifelong Study’ will be the theme of the Second as conference hosts, are offering pre- and post-convention tours 
World Conference on Medical Education organized and spon- to various centres of medical education. During the conference 
sored by The World Medical Association in collaboration with week, the 5 medical schools in the Chicago area will be open for 
the World Health Organization, the International Association of observation and comparison by the conference participants. 
Universities and the Council for International Organizations of | These schools represent the 3 prevalent systems in the USA for 
Medical Sciences. providing medical education—namely schools owned and operated 
The ‘Program Committee’ has invited approximately 125 by non-governmental, non-religious associations; religious owner- 
speakers from more than 55 countries to present papers and has__ ship and operation; and governmental management. 
planned the programme with a view to devoting adequate time A technical and scientific exhibit will feature the most recent 
for discussion on each topic. Simultaneous translation in English, educational aids and methods. Scientific advances in technology 
French and Spanish will facilitate the exchange of ideas among and the psychology of education will be combined to demon- 
the world’s leading medical educators, investigators and practi- strate the effectiveness of their application in medical education. 


OFFICIAL ANNOUNCEMENT : AMPTELIKE AANKONDIGING 


MEDICAL AID SOCIETIES MEDIESE HULPVERENIGINGS 
The Executive Committee of Federal Council has granted ap- Die Uitvoerende Komitee van Federale Raad het die volgende 
proval to the following new medical aid society: nuwe mediese hulpvereniging goedgekeur: 
S.A. Sugar Association Medical Benefits Fund, P.O. Box 2160, S.A. Sugar Association Medical Benefits Fund, Posbus 2160, 
Durban. Durban. 
SOCIETIES REMOVED FROM THE LIST HULPVERENIGINGS VAN DIE LYS GESKRAP 


The names of the following medical aid societies have been re- Met aanvang | Januarie 1959 is die name van die volgende mediese 
moved from the list of approved societies as from 1 January hulpverenigings van die lys van goedgekeurde verenigings geskrap. 
1959. Their members are, therefore, no longer entitled to the Lede van hierdie verenigings is dus nie langer op die voorkeur- 


preferential tariff. tarief geregtig nie. 

§.A. Association of Municipal Employees (S.A.A.M.E.) Medical S.A. Vereniging van Munisipale Werknemers (S.A.V.M.W.) 
Aid Fund, P.O. Box 62, Pretoria. Mediese Hulpfonds, Posbus 62, Pretoria. 

Stuttafords Medical Aid Society, P.O. Box 69, Cape Town. Stuttafords Medical Aid Society, Posbus 69, Kaapstad. 

L. M. Marchand L. M. Marchand 

Medical House Associate Secretary Mediese Huis Medesekretaris 
Cape Town Kaapstad 
19 December 1958 19 Desember 1958 


PASSING EVENTS : IN DIE VERBYGAAN 


Mr. M. A. Lautré, F.R.C.S., has changed his address to 6th under the presidency of Prof. dr. Alfonso Asenjo G. Included 

Floor, Florence Nightingale Building, Kotze Street, Johannesburg. in the agenda are papers on Microscopic Electronics of the Neuron, 

Telephones: Rooms 44-3801, residence Bryanston 82. Cerebral Circulation, etc. The General Secretary of the Congress 

e e e has extended an invitation to South African practitioners to 

attend this Congress. Further information will have to be ob- 

8th Latin-American Congress of Neurosurgery, 12-15 April 1959. tained from the Chilean Legation by those interested in attending 
This Congress will be held in Santiago, Chile, South America, this Congress. 
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Dr. Jack Levin, B.Sc., M.B., Ch.B., D.A. (R.C.P.S.1.), D.A. (Eng.), 
F.F.A.R.C.S. (Eng.), recently returned from England and has 
begun practice as a specialist anaesthetist at Medical Centre, 
Cape Town. Telephones: Rooms 2-3229, residence 5-2138. 

Dr. Jack Levin, B.Sc., M.B., Ch.B., D.A. (R.C.P.S.1.), D.A. 
(Eng.), F.F.A.R.C.S. (Eng.), het onlangs van Engeland af terug- 
gekeer. Hy het nou begin praktiseer as ’n spesialis-narkotiseur 
te Mediese Sentrum, Kaapstad. Telefone: Spreekkamer 2-3229, 
woning 5-2138. 

* 
Workmen's Compensation Act. The City Council of Cape Town, 
in terms of Section 70 of Act 30/1941, will become an employer 
individually liable for Workmen's Compensation Insurance, with 
effect from 1 January 1959. All medical accounts in respect of 
all accidents occurring after midnight on 31 December 1958 
should be forwarded to the City Treasurer for settlement and 
not to the Workmen’s Compensation Commissioner, Pretoria. 
The accounts payable should be submitted on the official forms 
(W.CL.11), which are obtainable from the City Treasurer, Electri- 
city House, Strand Street, or P.O. Box 655, Cape Town. The 
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first medical reports (Form W.CL.4) and the final, progress 
medical reports (Form W.CL.5) should be either handed back 
to the injured workman or posted to P.O. Box 655. Cape Town, 


Noristan Laboratories (Pty.) Limited Bursaries. Four bursaries 
are available to final year medical students of the Universities 
of Cape Town, Pretoria, Stellenbosch and the Witwatersrand to 
assist them in completing their courses. The bursaries are to the 
value of £120 each and will be awarded annually to Union Nationals 
by a selection committee appointed by the Board of Directors of 
Noristan Limited. Applications are to be submitted in writing 
to Noristan Laboratories (Pty.) Limited, P.O. Box 78, Silverton, 
Pretoria, through the Dean of the Faculty of Medicine of the 
University concerned on a prescribed form on or before 30 No- 
vember in each year. However, this year the closing date has 
been extended to 31 January 1959. Applications must be accom- 
panied by a recommendation from the Dean of the Faculty of 
Medicine. The Selection Committee will take into account not 
only scholastic qualifications, but also financial requirements of 
the applicant. 


NEW PREPARATIONS AND APPLIANCES : NUWE PREPARATE EN TOESTELLE 


CARBOCAINE 


Westdene Products (Pty.) Ltd. announce the introduction of 
Carbocaine, a new local anaesthetic produced by Bofors of Sweden 
after 12 years of intensive research. Carbocaine represents a 
considerable development in the field of local anaesthesia: this 
has been shown by exacting pharmacological and clinical investiga- 
tions throughout the world. Carbocaine has the following dis- 
tinctive features: Short time of onset and pronounced depth of 
anaesthesia, long duration of effect, high anaesthesia frequency, 
high efficiency, even without a vasoconstrictor, low toxicity and 
a low side-effect frequency, high compatability with tissue and 
no sensitization against adrenaline. 

Carbocaine, unlike other local anaesthetics, has a slight vaso- 


BOOK REVIEWS : 


NEUROPATHOLOGY 


Neuropathology. By. J. G. Greenfield, M.D., F.R.C.P., LL.D.., 
W. Blackwood, M.B., Ch.B., F.R.C.S.E., M.R.C.P.E., W. H. 
McMenemey, M.A., D.A., F.R.C.P., A. Meyer, M.D., and 
R. M. Norman, M.D., M.R.C.P., D.P.M. Pp. vi+640. Illustra- 
com. £5 Ss. Od. London: Edward Arnold (Publishers) Ltd. 
1958. 


A study of the pathology of the nervous system has attracted 
many distinguished scientists over the last 60 years. One has 
only to think of Cajal and Nissl to be reminded of the quality 
of the work done by these pioneers and how very well much of 
it has stood the test of time. As is the case in every branch of 
medicine it has been the special interests and devoted energies 
of able practitioners of their skills that have created the specialties 
which in turn have determined the very great advances in recent 
years. Neuropathology has long since achieved its mature inde- 
pendence, however unwilling some general pathologists may be 
to permit it, to leave the fold, and its experts of this generation 
have contributed many distinguished achievements to our new 
knowledge of the nervous system. 

The modern neuropathologist must integrate the two disci- 
plines of topography, where a study is made of the lesions in 
their anatomical relationships to nuclei and tracts, and that of 
determining the nature of the pathology of the individual neuronal 
cells. He must be not only a pathologist, but also an anatomist 
and something of a clinical neurologist and psychiatrist. The 
chief contributor to this new text, the recently deceased and 
much lamented, J. G. Greenfield, was such a scientist and that 
almost half of the book that he contributes reflects his deep know- 
ledge and great experierce of his subject. In dealing with each 
topic he discusses in turn the etiology, and where necessary the 
epidemiology, the pathology (both naked eye changes, distribution 


constricting effect. In many cases therefore, it may be used without 
the addition of a vasoconstrictor, thus avoiding the side effects 
which can occur after the administration of adrenaline. 

A number of reports have already appeared in medical journals. 
Dhunér, for example, writes: ‘From testing Carbocaine in 1,501 
procedures, it can be stated that it is an excellent drug for local 
anaesthesia. The action is extremely good both in infiltration 
and block anaesthesia even if adrenaline is not added to the 
solution’ (1956: Acta Chir. Scand., 112, 350). The value of Car- 
bocaine has also been confirmed in dentistry by Gray and others 
(1957: Brit, J. Anaesth., 29, 210). 

Further details regarding Carbocaine may be obtained from 
the sole South Afiican distributors—Westdene Products (Pty.) 
Ltd., P.O. Box 7710, Johannesburg. 


BOEKBESPREKINGS 


of the lesions and the histology) and finally the clinical pathology. 
He even refers to some relevant clinical facts. He has chosen his 
fellow contributors well and the whole book is a credit to the 
British school of neuropathology. It must be stated that cerebral 
and spinal tumours are not dealt with at all; they are to be the 
subject of a companion volume. The text, the printing, the illustra- 
tions and a good bibliography all add up to make it a thoroughly 
recommendable book. SB 


FUNKSIONELE ANATOMIE 


The Tissues of the Body—An Introduction to the Study of Anatomy. 

4th Edition. By W. E. le Gros Clark, F.R.S. Pp. xii+415. 

127 Figures. 40s. Oxford: Oxford University Press. 1958. 
Dit is verblydend om te sien dat hierdie werk soveel aandag geniet 
dat die 4de uitgawe daarvan nou verskyn het. 

Vir die doel waarvoor dit geskryf is—'n inleiding tot die studie 
van die anatomie—is dit ‘n meesterstuk. Dit is lewende en 
funksionele anatomie in die wydste en volste sin van die woord. 
Hierdie werk dra die stempel van die vermoé van °n groot leer- 
meester om uit *n massa feite en informasie, die kerngedagtes te 
sorteer en dit aan te bied op die viak waarin ‘n nuweling die vak 
betree. 

In hierdie land, waar daar in die meeste mediese skole ‘n onge- 
lukkige en kunsmatige verdeling bestaan tussen die onderrig van 
anatomie en histologie, is ‘n boek van hierdie aard die ideale 
hulpmiddel om die student weer terug te voer na die essensiéle 
eenhe'd van hierdie twee vakke. 

In ‘n reeds beknopte tweede-jaar kursus sou min gemiddelde 
studente tyd vind vir hierdie werk, maar vir die beter student en 
vir gevorderde studente is hierdie boek *n uitstekende skakel 
tussen di; anatomie in sy engere sin en die baie wyer veld van 
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biologie en algemene wetenskap waaruit geput moet word om 
werklik anatomie te begryp as ’n lewende en dinamiese vak. 
Hierdie 4de uitgawe het weinig in formaat toegeneem en dit in 
sigself sé al baie vir die skrywer se vermoé om hom te beperk tot die 
yooropgesette doel van die boek. Die veranderinge in teks en in 
illustrasie is ook beslis verbeteringe in ’n reeds bevredigende werk. 


J.C.deV. 
PSYCHOTHERAPY 


Psychotherapy by Reciprecal Inhibition. By Joseph Wolpe, 
M.D. Pp. xiv+ 239. 10 Figures. 32s. Johannesburg: Witwaters- 
rand University Press. 1958. 


This publication of the author’s work on experimental and clinical 
neurosis is an interesting contribution to the psychiatric literature. 
He describes in detail some of his experiments with cats and refers 
extensively to comparable work by others. He maintains that the 
causation of clinical neurosis in man is essentially similar to that 
in experimental animals and concludes that neurotic behaviour 
is learned behaviour and that the ‘persistent habit of unadaptive 
behaviour’ can be unlearned (conditioned inhibition) resulting in 
cure. 

He uses many of the well-known adjuvants to therapy including 
relaxation exercises, carbon-dioxide therapy, hypnosis etc., the 
action of which he explains within the framework of his theory. 
He claims 90°% success in a series of some 200 cases. This could 
be significant but we must agree with the author about the necessity 
for independent confirmation. 

W.J.B. and M.B. 


BONE AND JOINT INJURIES IN CHILDREN 


Knochenbriiche bei Kinderen. Von W. P. Blount, M.D. xii+250 
Seiten. 311 Abbildungen. DM 45.-. Stuttgart: Georg Thieme 
Verlag. 1957. 


Bone and joint injuries in children are far different from those 
which occur in adults. Fractures are commonly greenstick and 
open reductions and internal fixations are rarely required. Joints 
can safely be immobilized for jong periods without fear of their 
becoming stiff and non-union is never a problem. On the other 
hand, epiphyseal injuries are common and certain complications, 
for example Volkmann’s ischaemia, is an ever-present danger 
when dealing with an elbow fracture in a child. 

Walter Blount, therefore, has done a real service to orthopaedics 
in general and fracture treatment in particular by describing 
Fractures in Children as a separate entity. 

The book is beautifully produced and fully illustrated with 
reproductions of X-rays, drawings and diagrams, not the least of 
which are the cartoons which are used to good advantage to 
emphasize and illustrate various points, such as the avoidance of 
all passive exercises in the rehabilitation of elbow fractures, e.g. 
the cartoon ‘Doctor, treat the child not the X-rays!’ 

This book can safely be recommended to all Orthopaedic 
Surgeons and those especially interested in the finer points in the 
treatment of fractures in children. 

T.LS. 


OPERATIVE OBSTETRICS 


Operative Obstetrics. By R. Gordon Douglas and William B. 

Stromme. Foreword by Nicholson J. Eatman. Pp. xi+735. 

Illustrated. New York: Appleton-Century-Crofts, Inc. 1957. 
The Authors are to be complimented on their fine publication, 
Operative Obstetrics. This book is described by Prof. Nicholson 
J. Eastman in his preface as a great credit to the authors and to 
American obstetrics, and it reflects the seasoned judgment of the 
writers on the experience of the New York lying-in Hospital. 

According to the authors, the last publication on operative 
obstetrics appeared in 1870; it is therefore a very welcome and 
timely addition and should prove of inestimable value to the 
post-graduate student specializing in obstetrics. 

The print and the illustrations, both photographic and 
drawing, are magnificent. The chapter on forceps takes up over 
150 pages, is well done and beautifully illustrated. High forceps, 
so seldom used nowadays, if ever, is also given a certain amount 
of space. 

There are fine chapters on pre-operative and post-operative care 
in the management of systemic complications. The chapter on 
version and breech extractions is well done but some of the newer 
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methods of managing the shoulders and after-coming head are 
not referred to. 

What is particularly rewarding to the reader is the wealth of 
information on the many practical details which are seldom 
found in textbooks on obstetrics. 

A.L.G. 


NEOPLASTIC DISEASE 


Neoplastic Disease at Various Sites. General Editor: D. W. 
Smithers, M.D., F.R.C.P., F.F.R. Volume I. Carcinoma of 
the Lung. Edited by J. R. Bignall, M.D., M.R.C.P. Pp. xii+298. 
62 Figures. 55s. net+2s. 1d. Postage Abroad. Edinburgh and 
London: E. & S. Livingstone Ltd. 1958. 


This book is the first volume of a series of monographs on neo- 
plasma at individual sites. The detailed clinical approach to 
carcinoma of the iung—the most important malignant growth 
encountered in present-day medicine—can possibly contribute 
to more effective treatment. Available worthwhile therapy is still 
that which is brought to bear on the local lesion and further 
progress will result from earlier treatment before the lesion has 
ceased to be a local problem. 

Very careful consideration is given to present-day knowledge of 
the causation of carcinoma of the lung and a powerful case is 
built up to prove that smoking of tobacco is a very real factor in 
the genesis of this condition. However, it is clear that other factors 
such as certain specific industrial causes, atmospheric pollution, 
respiratory infection and heredity, also have a part to play even 
though it may be relatively small. 

There is an excellent description, well illustrated, on the 
pathology of this malignant condition together with details on 
spread and laboratory diagnosis. 

The course of lung carcinoma and the modifying factors are 
carefully traced and it is concluded that 3 factors largely govern 
this: The malignant capabilities of the tumour, its situation in 
the lung and the age of the tumour. These factors are not considered 
independent, nor are they controllable. It appears that the chances 
of influencing the course of the disease are at the present small. 

The chapter on treatment reflects a most unhappy state of 
affairs. In suitable cases surgery offers a 25-30 °% chance of survival 
for 5 years, but this figure has not advanced significantly in recent 
years and it seems unlikely that further technical improvement 
will be forthcoming. 

Radiotherapy has served patients well in the relief of symptoms, 
particularly with regard to superior mediastinal compression, 
haemoptysis and painful metastasis. No real trial of supervoltage 
eradiation in selected operable cases has yet been made, and radio- 
active isotope methods are being tried out, though most of ifiese 
offer little prospect of success. 

Of the chemotherapeutic methods nitrogen mustard has a direct, 
if limited, effect on the growth of bronchial carcinoma. The 
other alkylating agents have not proved superior to nitrogen 
mustard. 

The whole subject is well presented and the book is adequately 
illustrated. Judging from this volume, medical men in all fields 
should derive great benefit from the detailed and particular 
information on the various malignancies which are to be dealt 
with in the series as a whole. 

A.J.B. 


REHABILITATION IN INDUSTRY 


Rehabilitation in Industry. Edited by Donald A. Covalt, M.D. 
Pp. xi+154. Illustrations. $6.00. New York and London: 
Grune & Stratton, Inc. 1958. 


In a small excellently printed book of 11 chapters and a foreword 
the authors discuss with a praiseworthy economy of words, and yet 
clearly and helpfully, rehabilitation in peripheral vascular disease, 
soft tissue injuries, fractures, amputations, nerve lesions, head 
and back injuries, industrial hand injuries, and the probiems of 
vocational placement of disabled workers. 

The importance of careful early diagnosis and resort to specialist 
advice, particularly from the point of view of restoration of working 
capacity, are rightly stressed. Industrial medical officers should 
find this book very informative and useful. aan 
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CORRESPONDENCE 


COMMITTEE FOR ORGANIZING MEDICAL OPINION 


To the Editor: \t has been brought to my notice that, at a recent 
meeting of the Medical Association of South Africa in Queens- 
town, reference was made by the President of the Association to 
the activities of C.O.M.O. some 11 years ago. I am told that he 
referred to Dr. Rex Burrell as a member of a band of rebels, and 
then asked him what had happened to money donated to C.O.M.O. 
by various members of the Association in 1947. Though the 
question is legitimate, the innuendo is clear, and | am constrained 
to defend myself and the committee of C.O.M.O. through the 
columns of your Journal. 

For these who have joined our ranks after 1947, I would ex- 
plain that C.O.M.O. was an abbreviation of “Committee for 
Organizing Medical Opinion’. This Committee, appointed by 
the Border Branch of the Association, consisted of 3 members: 
Dr. G. J. C. Smyth, Dr. H. M. Segall, and myself, with Dr. Rex 
Burrell coopted later for his valuable and energetic assistance. 

Our duties were to sound the opinion of the profession in 
respect of the threatened establishment of National Health Ser- 
vices by the Government, i:=¢ to combat the lethargy of Federal 
Council by circularizing the whole medical profession of the 
Union, drawing attention to our lack of adequate defence in the 
face of such a threat, and urging Federal Council through con- 
stitutional channels to take more vigorous action on our behalf. 

Our circulars received enthusiastic support, and donations 
totalling more than £200 enabled us to press the campaign, and 
prove statistically that the greatest part of the profession opposed 
National Health Services. 

Once we were satisfied that Federal Council would ensure 
vigorous opposition to the institution of National Health Services, 
and had effective machinery for rapid emergency measures, our 
duties were completed; and residual funds amounting to £70 
were handed to the Border Branch Treasurer for safe keeping 
until 1951, when it was clear that the threat of nationalization 
had fallen away. 

My Committee felt that an attempt to refund this balance to 
subscribers on a pro rata basis would be expensive and futile, 
and agreed to deposit the money indefinitely with the East London 
Child Life Protection Society as an interest-free loan. A copy 
of the receipt is available and the money has not been subse- 
quently withdrawn. 

I trust that this statement will serve as an answer to Dr. R. 
Schaffer and will help to relieve his anxieties and suspicions. 

Postscript: There is a movement towards National Health 
Insurance in Natal among Provincial Councillors. As I am not 
in possession of full details of the scheme envisaged, | am not 
qualified to criticize, but | would remark that the profession 
should be alerted to the possible dangers of such a scheme. My 
letter is therefore quite topical. 

F. A. Nicolai 
136 Alexandra Road 
King William’s Town 
21 November 1958 

(Dr. Nicolai’s letter was submitted to Dr. Schaffer and we 
received the following reply from him.—Editor.)} 


COMMITTEE FOR ORGANIZING MEDICAL OPINION 


To the Editor: 1 was most surprised to read Dr. Nicolai’s letter 
and regret that my old friend has been misinformed. I would 
like to assure Dr. Nicolai that I have never made the statements 
attributed to me and I have most certainly never referred to 
Dr. Rex Burrell as ‘a member of a band of rebels’. No thought 
has been given to ‘the monies which were collected for the Com- 
mittee for Organizing Medical Opinion’ and I can assure Dr. 
Nicolai that all the members of the Border Branch are satisfied 
that these funds have been correctly dealt with. 

I have on occasions referred to the good work done by Dr. 
Nicolai on behalf of his colleagues and have frequently expressed 
regret that he is no longer actively associated with the work of 
the Medical Association. I am very pleased that the other members 
of the original Committee for Organizing Medical Opinion are 
still actively interested in the Association. They have maintained 
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their interest even though there is at present no threat to their 
economic security. 


P.O. Box 80 
Queenstown 
12 December 1958 


*‘BULL-FIDDLE HAND’—AN INTERESTING NEW 
CLINICAL OCCUPATIONAL ENTITY 


R. Schaffer 
President, Medical Association of South Africa 


To the Editor: Occupational disease in musicians has received 
scant notice in the medical press: certain characteristic deformities 
of the hands are well known to musicians themselves, and the 
occupational cramps or ‘professional spasms’ (Hunter 1955) 
of the violinist. cellist and the pianist are occasionally met with 
by doctors. Examination of the hands of several performers 
(including members of two brilliant American Jazz ensembles 
visiting Britain in 1957) lead to the following observations. 

Few people can conceive of the wear and tear that is sustained 
by the right hands of players of the large string instrument known 
as the ‘bass’, the ‘double bass’, or in jazz circles, as the ‘bull 
fiddle’. The instrument has four strings, the largest two of which 
are covered by means of a steel wire being wound tightly around 
them; the other two are of naked gut but deceptively tough in 
consistence. In conventional music, the amount of pizzicato 
playing (Scholes? 1955), or plucking of the strings, is (with the 
exception of one or two well-known classical movements) of no 
great extent or sustained violence. in jazz playing however, 
the bow of the instrument is dispensed with, and the instrument 
is played solely by striking or plucking the strings, and it has been 
computed, that in the course of an evening's playing, the strings 
may be struck or plucked several thousand times: consequently, 
in the livelier forms of jazz, considerable trauma may result. 

“Bull-fiddle Hand’, as it is proposed to call the syndrome, 
occurs in its full form only in jazz players; it consists of two 
pathologies which may co-exist, or occur separately. The com- 
moner and less serious component is that of blistering, and later 
of callosities in the skin overlying the flexor aspects of the terminal 
phalanges of the right index and middle fingers. Similar changes 
occur in the skin over the radial surface of the intermediate and 
proximal phalanges of the right index finger, and in some cases 
over the radial surfaces of the proximal and dista! interphalangeal 
joints, the site varying with the technique of the player. The 
more serious Component of the syndrome is a tenosynovitis of 
the tendon sheaths of the extensors of the right index and middle 
fingers. This causes a tense swelling over the dorsum of the right 
hand, resulting in considerable discomfort and limitation of 
movement of the hand and wrist. 

In the present age of ‘skiffe groups’ minor variants of the 
syndrome are seen, since an instrument, resembling in noise 
a ‘bull-fiddle’, can easily be devised from a broomstick, a sounding 
box, and a gut string from either a double bass, or from a viola 
da gamba. This instrument, known as a ‘tea box’ or a “tub bass’, 
is played by enthusiastic amateurs whose hands are ill-equipped 
to sustain the trauma that results from lively playing for an hour 
or so. In these cases, the malady is more acute, with swelling 
and tenderness over the flexor aspects of the terminal phalanges 
of the right index and middle fingers. Stiffness and discomfort 
may also be noted in the proximal interphalangeal joint of the 
right index finger, and on one occasion, an effusion was seen 
into the joint. 

Treatment of the callosities merits no comment; the acute 
syndrome will pass off after a few day’s abstention from playing. 
That of the tenosynovitis includes the conventional measures 
of rest and warmth; the appropriate antibiotic and immobiliza- 
tion are indicated in the more severe case. 

G. D. Campbell 
117 Colonial Mutual Buildings 
West Street 
Durban 
1 December 1958 


1. Hunter, D. (1955): Diseases of Occupation, p. 778. London: English Uni- 
versity Press 
2. Scholes, P. (1955): The Oxford Companion to Music, 9th ed., p. 1086. 
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